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N RECENT months the demands of my work 
have forced me to limit my speaking en- 
gagements to a minimum. I have made an excep- 
tion in the case of your invitation solely because 
I wanted very much to come here and tell you 
personally how much I appreciate the support of 
this department of the American Legion in our 
effort to improve the quality of medical care given 
the veteran. You have been tolerant of our mis- 
takes and patient with the slowness of our im- 
provements. I feel, however, that you have real- 
ized that we have only one objective and that is 
to give the veteran the very best of medical care. 
On my part, I have come to regard this de- 
partment of the American Legion as an unselfish 
organization devoted to the true welfare of the 
veteran. I have never received any recommen- 
dation from the officers of your department which 
was in any way biased by political considerations. 
I congratulate you upon such leadership. 

In coming here to thank you for your help and 
co-operation, I do not mean to imply that I resent 
criticism, or that I regard all criticism as an un- 
friendly gesture. I expect criticism—in fact, I 
would say that I welcome criticism. But I do 
hope that criticism will be well-informed, that it 
will be based upon fact, and that it will not be 
prompted by selfish or self-seeking motives. 

One of the situations for which we are criti- 
cized frequently is that we do not have enough 
hospital beds to care promptly for every veteran 
who seeks admission to a hospital. This is quite 
true. There are several reasons for this, but the 
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only cogent reason is that we are unable at this 
time to obtain a sufficient number of physicians 
of proper quality to operate any more beds than 
we are now operating. I want to emphasize this 
qualification of “proper quality” when I speak 
of physicians. 

I am constantly amazed at the number of peo- 
ple in this country—at least, at the number who 
come into my office—who seem to think that a 
doctor is a doctor, that all doctors are equally 
trained and equally competent. These people de- 
scend upon me in delegations, insisting that I 
take over and operate a surplus army or navy 
hospital in their home towns. When I point out 
that I must have a great deal of help from local 
physicians, since we do not have enough full- 
time specialists in the Veterans Administration, 
they assume an injured expression and say, “Why, 
we have the finest doctors in the country in our 
town, and they would all be glad to help.” 

Then, when I investigate the training and the 
qualifications of the doctors in their town, I find 
perhaps one or two specialists of real training 
and the rest general practitioners. Now, mind 
you, I have no doubt but that these general prac- 
titioners are excellent as general practitioners, 
and I could not have any but the highest regard 
for general practitioners of medicine. My grand- 
father was a general practitioner; my father was 
a general practitioner ; and I started my career in 
medicine as a general practitioner. In our home- 
town plan for outpatient treatment of veterans 
with service-connected disabilities, we shall use 
the services of thousands of general practitioners 
throughout the United States, and they will give 
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the veterans the finest of care. Furthermore, 
when we general practitioners have a patient who 
requires the care of a specialist, we refer that 
patient to a specialist. 

So, when a veteran needs a specialist, he must 
have a specialist. The great majority of hospital 
cases are of a severity that requires the attention 
of a specialist; and we would be short-changing 
the veteran in a shameful fashion if we offered 
him one kind of a doctor when he needed another 
kind of a doctor. 

Now, here is my position. It may be wrong, 
but it is ‘the position of a doctor who is con- 
cerned only with the welfare of his patients. I 
do not want to operate any more hospital beds 
than I can operate at a standard that the veteran 
deserves. I do not want to offer the veteran any 
medical service of poor quality. I much prefer to 
offer him none at all than to offer him some that 
may cost him his life or his future health. I 
want the veteran to feel that, when he comes to 
the Veterans Administration, sick or disabled, 
he will get only first-quality medical care. It 
would be an empty gesture—nay, it would be 
criminal—to offer the veteran poor medical care 
in order to offer him more medical care. We want 
quantity—yes—but we shall not sacrifice quality 
merely to produce quantity. 

But a much more vicious form of crit- 
icism is beginning to arise. Our motives have 
been questioned in certain quarters. The pro- 
gram has been attacked by certain organizations. 
Some of these critics may be sincere, but if so, 
they are misinformed. However, I think the time 
has come to speak frankly—some of them un- 
questionably are motivated by selfish, personal 
greed. 

A year ago the Medical Service of the Vet- 
erans Administration was made up of a few out- 
standing men in medicine, of a number of what 
might be called average medical men, and of some 
distinctly inferior medical men. As is always 
the case, one poor man can do more harm than 
ten good men can do good. So the medical serv- 
ice of the Veterans Administration suffered se- 
verely from the reputation given it by the poor 
element. 

The veterans’ organizations and the public were 
demanding improvement of this medical service. 
They were demanding the weeding out of in- 
competents. Well, we have tried to weed out the 
incompetents. Some of them we have dismissed. 
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Others we have moved to positions of lesser re- 
sponsibility. A doctor may be incompetent to do 
major surgery but reasonably competent to make 
routine physical examinations. As rapidly as 
possible, we have replaced incompetents with well- 
trained and able physicians, either on a full-time 
or a part-time basis. 

Here is one curious result of our efforts to give 
the veteran better doctors. Some—not all, of 
course—of the same people, some of the same 
organizations, who one year ago were damning 
the medical service of the Veterans Administra- 
tion, have now taken up cudgels in behalf of 
the incompetent doctors who have been replaced. 
They are attacking our program solely upon this 
ground. But—remember this—they are fighting 
for privileges for the doctor, not for better medi- 
cal care of the veteran. I am not running this 
medical service for doctors—I am running it for 
patients—and I know no other way of raising the 
standard of medical care of the veteran than to 
replace poor doctors with-excellent doctors. You 
can’t make an omelette without breaking some 
eggs. 

I am fully aware that, in our haste to improve 
conditions, we have made mistakes. We may 
have displaced in the service, but not removed 
from the service, some doctors who were better 
than their records indicated. We are now cor- 
recting, and we shall continue to correct, such 
mistakes as rapidly as we discover them. But 
the hard fact is that we have made more mistakes 
in the other direction, by not removing some 
doctors who should be removed. And, let there 
be no mistake about this, if I must commit an 
injustice, I would much rather commit it against 
a doctor than against a patient. 


The fact is that no physician in the Veterans 
Administration of even average qualifications has 
suffered from this reorganization. "The great 
majority of them were advanced one grade when 
they were taken into the new Department of 
Medicine and Surgery. None was demoted. Many 
of the excellent men were advanced two grades. 
All these actions, however, were taken with only 
one thought in mind, the good of the veteran 
patient. Again I say, we aré not operating this 
medical service for doctors, we are operating it 
for the patients. No doctor has a vested right in 
his position in the Veterans Administration. If 
the doctor’s services are good for the veteran pa- 
tient, there is nothing too good for the doctor. 
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If the doctor’s services are not good for the vet- 
eran patient, there is no place in the Department 
of Medicine and Surgery for that doctor. 


Some of the criticisms leveled at this pro- 
gram smack of the witch-hunting of the seven- 
teenth century. These critics say that we are 
using veterans as guinea pigs, that we are experi- 
menting on them in veterans’ hospitals. Nothing 
could be farther from the truth. But the worst 
aspect of this criticism is that these misinformed 
critics are being furnished their information by 
certain disgruntled doctors of the old regime of 
the Veterans Administration. These doctors know 
that they lie. And the fact that they know they 
lie, and use these lies in an effort to destroy a 
program which offers more to the sick veteran 
than has ever been offered to him before, is a 
measure of the character of these men. If you 
want men of this character to take care of the 
veteran, I and a great number of other doctors 
will step down gladly and turn the program over 
to them. 


I want to make it very plain that I am not 
indicting any great proportion of the older men 
in the Veterans Administration medical service. 
Many of these men have hoped and prayed for 
years for a program of this kind. Many of them 
are supporting it unselfishly. Some of the older 
men know that they can never qualify for the 
additional pay of specialists ; but they realize, as I 
do, that new standards have grown up in medi- 
cine and that, if we are to improve this service, 
we must accept these standards and abide by 
them. The fact that they have passed the age 
where they themselves can enjoy this extra com- 
pensation has not soured them, and they are 
loyally supporting our efforts. We shall even- 
tually identify the small group of malcontents 
who are trying to sabotage this program. There 
is no place in the Department of Medicine and 
Surgery for a doctor who places his own interests 
above the interests of the veteran patient. 


The most absurd aspect of this ignorant criti- 
cism is that our program is exactly like that in 
the most famous hospitals and clinics in the 
United States. These are all teaching institu- 
tions. Here in your own state stands the first, 
the largest, and the most famous of all the great 
clinics of the world. It is a teaching institution. 
It trains resident physicians and surgeons, ex- 
actly as we are training them in veterans’ hospi- 
tals. Its clientele is drawn from all economic and 
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social classes, millionaires to paupers. And its 
millionaire patients are used in its teaching pro- 
gram just as are its pauper patients. While I 
know nothing of the policies of the Mayo Clinic, 
and certainly shall not presume to speak for it, 
I would venture the opinion that it would not 
consider staying in business without its teach- 
ing program. 


The training program in veterans’ hospitals is 
established for the same reason that the training 
program was established in the Mayo Clinic, -that 
it was established in the Massachusetts General 
Hospital, that it was established in Johns Hop- 
kins Hospital, and that it was established in every 
outstanding hospital in the United States. The 
reason is that the patient gets better care in a 
teaching hospital than he gets in a non-teaching 
hospital—his case is studied more thorough- 
ly, and the staff members are constantly stim- 
ulated to higher standards. We have this pro- 
gram today in thirty-two of our 107 veterans’ 
hospitals. The standard of patient care in these 
thirty-two hospitals is not to be compared to the 
standard of patient care in the other seventy- 
five. Here in the State of Minnesota is a vet- 
erans’ hospital that compares favorably with any 
hospital in the world. Here is a hospital in which 
the veteran is assured of receiving absolutely 
first-class medical care, a hospital which he can 
enter with confidence. I ask you only one ques- 
tion: has this always been true of the Minne- 
apolis Veterans Hospital? If and when I get 
sick, if and when I need a surgical operation, I 
shall go into one of our teaching hospitals. I 
would enter the Minneapolis Veterans Hospital as 
a patient without the slightest question in my 
mind but that I would get absolutely first-class 
care. I want no veteran to have to accept a 
lower standard of medical care than I would 
accept for myself;-and I shall not be satisfied 
with any veterans’ hospital until I am willing to 
enter that hospital as a patient myself. 


I have spoken of new standards which have 
been introduced into medicine within the past fif- 
teen years. These are the standards set up by the 
American Specialty Boards. I shall not bore you 
with a detailed technical description of the func- 
tions of these Boards, but a simple explanation 
will help you to understand the next point I 
wish to make. 


Any licensed physican can call himself a spe- 
cialist and practice any specialty in medicine, 
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regardless of whether he knows anything about 
the specialty or not. I can go back to the State 
of Indiana tomorrow, where I am licensed to 
practice medicine, and set myself up as a special- 
ist in diseases of the eye, although I have had no 
training whatsoever in diseases of the eye other 
than the little that was given to me thirty years 
ago in medical school, and that, I assure you, was 
not very much. However, if unsuspecting patients 
came to my office—and they would come in great- 
er or lesser numbers—I could treat any of their 
eye diseases, I could operate upon them for cat- 
aract (which is a very delicate operation), I 
could operate upon children for crossed eyes. If 
my patients were blinded as a result of the treat- 
ment I gave them, it would just be their hard 
luck. My license to practice medicine permits me 
to undertake anything in the field of medicine 
and surgery. 





Realizing this situation, a few well-trained 
specialists set about doing something to protect 
the public from incompetent and unscrupulous 
physicians who were practicing specialties with- 
out adequate skill. So now, each specialty of med- 
icine has its own examining board to test the 
qualifications of physicians desiring to practice 
that specialty. These boards require from three 
to five years of intensive postgraduate training 
in the specialty before they will even admit a 
candidate for examination. Then they subject 
the candidate to a searching examination in that 
specialty. If he passes, the board issues a di- 
ploma to the physician, which testifies that he has 
had adequate training in his specialty. While 
this diploma has no standing in law, the patient 
is protected against quackery if he employs only 
specialists who are diplomates of their respective 
specialty boards. I must make it perfectly clear, 
however, that not all well-qualified specialists are 
diplomates of their specialty board. Some of the 
older men, who had been practicing a specialty 
for years before the boards came into being, 
never bothered to obtain certification. However, 
almost all of the younger men who are entering 
specialties make a serious effort to obtain their 
board diplomas. 


You can understand how difficult it is to ob- 
tain such a diploma, and how much better trained, 
on the whole, these diplomates are. In the old 
regime of the Veterans Administration, there 
were only approximately sixty diplomates of 
American Specialty Boards in the medical serv- 
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ice, and these were largely x-ray men and labor- 
atory men. There were only a very few in the 
fields of internal medicine and surgery. 

Since, January 3, 1946, on which date the 
President signed Public Law 293, we have em- 
ployed full-time and placed on duty in the medi- 
cal service of the Veterans Administration, 150 
additional diplomates of American Specialty 
Boards—the cream of the profession, the corps 
d’elite of medicine. Never before could this 
service boast of such a large group of experts. 
We have more than doubled our number of ex- 
pert specialists. 

But this is not all. Among these men are many 
who have held positions of distinction in the world 
of medical education. I shall quote from only a 
few of their applications for appointment in the 
Department of Medicine and Surgery: professor 
of surgery, University of Illinois; assistant pro- 
essor of medicine, Johns Hopkins University; 
professor of clinical surgery, Women’s Medical 
College of Philadelphia; assistant professor of 
medicine, University of Pennsylvania; assistant 
professor of surgery, University of Maryland; 
associate professor of medicine, Wayne Univer- 
sity, and many more. I want to emphasize that 
these men are now full-time doctors in the Veter- 
ans Administration. In addition, we have several 
hundred diplomates of American Specialty Boards 
who are daily giving part-time service to the 
veteran. 


How many men of this professional stature do 
you think would have come with us under the 
old regime? What is it that now attracts such 
able physicians to the Veterans Administration? 
It is just two things. First, they believe that 
this service is now free from politics and that 
they can practice real, honest medicine. And 
second, they desire the opportunities we have 
made for them to teach medicine. Most of the 
outstanding men in medicine love to teach, and 95 
per cent of these outstanding men would never 
have considered the Veterans Administration as 
a career without the opportunity to teach and to 
train younger men. 


Now, just what is the teaching program in vet- 
erans’ hospitals? From the criticism leveled at 
us from certain sources, one would think that 
we were undertaking the training of first-year 
medical students. The fact is that our residents 
in training are all graduates of Class A schools 
of medicine, that they have completed their in- 
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ternships and that they are fully licensed to prac- 
tice medicine. They are a standard of physicians 
that the Veterans Administration would have been 
extremely happy to employ in years past. 

There are only two ways by which a doctor 
can perfect himself in a specialty of medicine. 
One is for the doctor to train himself—by trial 
and error. This may result in good training after 
some years of what amounts to experimentation 
on patients, but it is rather tough on patients 
until the doctor acquires some degree of compe- 
tence. Many of the older doctors in the Veterans 
Administration trained themselves in this way, 
because there was no other way for them to get 
training. 

The other way is for a doctor to work under 
the guidance and direction of an expert in the 
specialty—an expert who teaches him, who pre- 
vents him from making mistakes, and who does 
not permit him to touch a patient until it is evi- 
dent that he is competent to undertake some small 
part of an operation. For three years he works 
under the direct supervision of the expert, and 
there is no experimentation upon patients with 
this method. 

Which method do you prefer? ‘Do you want 
to be cared for by the doctor who is teaching 
himself, or do you prefer the doctor whose every 
step is being supervised by an expert? 

Thus, these resident physicians in training in 
veterans’ hospitals are exactly the kind of doctors 
that the Veterans Administration would have been 
happy to have employed in times past. But what 
would have happened if they had been employed 


in years past? The majority of them would have 
been placed in full charge of the treatment of 
patients, with little or no supervision, and with 
little or no instruction. Many of them would 
have groped their way into the specialties of 
medicine. Today, these same young men work 
under the close supervision of highly qualified 
specialists. They are guided and trained. They 
are not permitted to make mistakes. Which of 
these systems do you think results in the better 
care of patients? 

I am making no apologies for the new medical 
program of the Veterans Administration. No 
apologies are necessary. It has been given the 
enthusiastic approval of the leaders of American 
medicine. The only question is whether you want 
to believe medical men of national reputation or 
a few disgruntled doctors who have a purely 
selfish interest in jobs with the Veterans Ad- 
ministration. 

Whether I remain in my position is of no im- 
portance. I accepted this position, and have re- 
mained thus far, at a very considerable financial 
sacrifice. The best thing that could happen to 
me personally would be that I am driven out of 
this position. I cannot, in conscience, resign so 
long as there is hope to give the veteran the best 
in American medicine, but I can always be fired. 

I do hope, for the sake of the veteran, that 
there is never any return to the medical service 
of the past. Who operates this service is of no 
importance whatsoever. But how it is operated 
is of the most vital importance to the veteran. 





AT LEAST, 


We think it was de+la Rouchefoucauld who said, 
“There is always something in the misfortunes of our 
friends that does not quite displease us.” 

This morning, after we had brought durself abreast 
of the latest developments in the labor situation; after 
we had mastered our nausea over the statistics of low- 
ered production, decreased exports, et cetera, that would 
result, we turned to foreign news in the hope of finding 
something cheerful. 


In no time at all we came upon this gem: 


London, November 30. (UP)—Sixty-four doctors 
and nurses—the entire medical staffs of two London 
hospitals—have received dismissal notices for refusing 
to obey an order of the Willesden Borough Council to 
join a trade union, it was disclosed today. The Coun- 
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cil’s action leaves only one doctor, the medical super- 
intendent, to care for 100 patients at Willesden Maternity 
Hospital. 


Socialized Medicine! The closed shop applied to doc- 
tors. We are a little vague as to what the Borough 
Council of Willesden is, but somehow we feel a 
little safer with our mothers and babies in the hands 
of medical men selected by Boards of Trustees. We 
are glad we don’t have to join a union if we don’t 
want to. 


Oh, and by the way, what happens to the mothers and 
the babies? The Council bent on asserting its authority 
seems as indifferent to their fate as Mr. Lewis was to 
the general suffering he was.causing—New York J. 
Mep., Feb. 15, 1947. 
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VOLUNTARY PREPAYMENT MEDICAL CARE AND ITS RURAL ASPECTS 


LOUIS A. BUIE, M.D. 
President, Minnesota State Medical Association 


R h ry 





N this presentation I shall use the expression 

“medical care” to mean those services which 

usually are represented in the doctor’s bill. Med- 
ical care, then, is distinct from hospital care. 


Voluntary prepayment medical care dates back 
to 1882 but its expansion is relatively recent. 
This expansion began in Washington and Ore- 
gon shortly after World War I as an effort de- 
signed to overcome some of the undesirable 
features which existed in contract practice. Little 
was done elsewhere during the next ten years. 
With the depression came interest in ways and 
means of assisting people in what we then called 
the “low-income” or “borderline” groups of the 
population. In order to assist people of these 
groups, experiments were carried on with many 
plans. State medical associations, county medical 
societies, the Farm Security Administration (now 
the Farmers Home Admistration) and others 
studied and experimented with prepayment and 
postpayment ideas. 


Prepayment plans today can be divided into 
three groups: service plans, indemnity plans and 
a combination of the two. In the service plans 
the fee or rate paid by the organization to the 
physician constitutes the entire amount which 
either the organization or the patient will be re- 
quired to pay for the service. This was the gen- 
eral pattern of the early plans and of those 
born of the depression. 


In the indemnity plans, the patient is paid a 
prearranged amount for specified medical services 
or care. The patient is responsible for paying 
the physician. The physician charges the patient 
according to his own fee schedule. The charged 
fee may be more or less than the amount paid by 
the organization to the patient and is generally 
determined: by the physician on the basis of the 
patient’s ability to pay. Up to the present time, 
the indemnity plan usually has not been the pat- 
tern preferred by physicians but sometimes is the 
only avenue open in forming an organization. 


In the third type of plan, the patient whose 
income is below a certain level receives service 


Read at the annual Delegate Meeting of the Minnesota Farm 
Bureau Federation at the Iowry Hotel, Saint Paul, January 13, 
1947. 


382 


, Mi ent 


benefits and the patient whose income is above 
this level receives indemnity benefits. Usually 
these levels are set at $1,000 to $2,000 a year 
for single persons and at $2,000 to $3,000 for 
families. This is probably the most popular plan 
today. 

The movement toward prepayment plans ac- 
tually received its first real impetus as a result 
of the achievement of the Blue Cross Hospital 
Service Plans. With both hospitals and patients 
in dire need of some sort of program to ease the 
burden of costs of expensive hospitalization, these 
plans spread quickly. 

With the prepayment plans for hospital charges 
as guides, a number of state medical associations 
undertook to develop plans for medical care. The 
first state-wide plan to be put into operation 
was California Physicians’ Service. This was 
followed within a year by Michigan Medical 
Service. These two plans, together with the coun- 
ty medical society bureaus of Washington and 
Oregon, gave the medical profession the neces- 
sary basis on which to build what has now be- 
come a nation-wide movement. 

Growth 

Counting Oregon and Washington plans as two 
state-wide plans, the growth of prepayment plans 
for medical care since 1939 has almost paralleled 
that of the hospital plans. It took Blue Cross 
between five and six years to place thirty-eight 
plans in operation. This compares favorably with 
the six years it took to develop thirty-seven plans 
for medical care. The same comparison also can 
be made with reference to enrollment. _In medi- 
cal plans, 2,845,000 subscribers were enrolled 
from 1929 to 1946. In Blue Cross _ plans, 
2,870,000 subscribers were enrolled from 1932 
to 1939. 

In some ways, the achievements of the medical 
profession in developing its own prepayment pro- 
gram are remarkable, The problems involved in 
the payment and handling of claims for medical 
services are far more difficult than those for hos- 
pitalization. It took years of experimenting and 
compromising to work out solutions, but the 
progress made to date offers its own proof that 
advancement has been made. 
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An organization to pay for hospital care deals 
with relatively few institutions. A plan designed 
to pay for medical care deals with hundreds, or 
even thousands, of physicians. Physicians are 
anything but institutions. They are individuals 
and, as a practical administrative matter, a plan 
for medical care must not depend on a relatively 
uniform institutional point of view but on a host 
of individual attitudes, if the principles of the 
private practice of medicine and high quality of 
medical care are to be retained. 


The latest figures show that eighty-four pre- 
payment plans for medical care have been ap- 
proved or sponsored by medical societies and the 
Blue Cross. Organizations are now in operation 
in thirty-three states, and, in addition, are being 
formed in thirteen states and the District of Co- 
lumbia. In only two states is no plan for pre- 
payment for medical care in process of develop- 
ment. 


From some sources you may hear that the prin- 
ciple of voluntary prepayment has failed, that 
prepayment plans have not measured up to the 
demand of the public. These are unwarranted 
claims. The fact that not one of the prepayment 
plans developed by medical societies has failed 
since 1939, plus. the fact that only two states re- 
main in status quo, attests to the fact that efforts 
sponsored by organized medicine thus far have 
not failed. However, there is still much to be 
done. 


Method of Expansion 


Here are two avenues for expansion in the pro- 
gram for prepayment for medical care. The first 
refers to benefits (in the form of services, indem- 
nities or both) that can be offered in view of fees 
paid and premiums charged. The second refers 
to subscribers and to enrollment. 


Let us consider each of these avenues separately 
for a few moments. The expansion of benefits is 
limited partly by insuiance principles; that is, by 
the amount of the premium, dues, or whatever the 
income is called, that can be collected. In other 
words, the benefits cannot exceed what the public 
will or can pay for. 


In the early plans in usé in Washington and 
Oregon, these benefits included practically all 
medical services: surgery, home and office calls, 
and even limited nursing and dental care. Through 
the years since these plans were inaugurated, this 
broad coverage has been continued. The plans or- 
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ganized in 1939 and 1940 followed this lead and 
also provided for reasonably complete medical 
care. In contrast, in later plans full coverage has 
been demonstrated to be unsatisfactory. It was 
found that the public would not or could not pay 
the premiums necessary to carry such a broad 
contract. Wherever a contract for surgical care 
and a contract for general medical care were of- 
fered, the ratio of enrollment was more than 100 
to 1 in favor of the surgical program. As a result, 
the plans generally have preferred to begin by 
offering fairly restricted coverage, including such 
items as surgical care, obstetrical care, x-ray 
charges, and fees for anesthesia, all applying only 
if the patient is hospitalized.: Then, as experience 
was obtained, benefits were added. The latest de- 
velopment has been the addition of medical serv- 
ice in the hospital. Now most of the services nec- 
essary in cases so severe as to require hospitali- 
zation are covered. 

The tendency to limit services to those accorded 
in the hospital is a natural one. In the first place, 
most of the costly illnesses are those that require 
hospitalization for the patient. Second, there is 
likely to be little abuse of such services. Third, 
actuarial experience with relation to hospitalized 
patients is sufficient to provide more certain bases 
for determining adequate premiums or rates than 
are available with respect to patients seen in their 
homes or at offices of physicians. A recent study 
of fifty-one plans for medical service shows that 
thirty-four offer surgical, obstetrical and specified 
medical services in the hospital. This same study 
shows that under some plans benefits are contin- 
uing to expand. In twelve of the plans, provision 
is made for general medical care such as home and 
office calls and, in five, almost complete coverage 
is provided. 


The average monthly premium for a single sub- 
scriber is approximately $1.25 and ranges from as 
little as 60 cents to $4.85. Family coverage. ranges 
from $1.35 to $10 a month, with an average of 
about $3. 


Organizations are still experimenting with 
benefits and with premium rates. As in one or- 
ganization success is attained with some new idea, 
it is made available to other organizations. The 
same, of course, is true of failures. In this man- 
ner, expansion or retrenchment will continue as 
actual experience and public demand dictate. 

Here in Minnesota it is expected to offer, at the 
outset, something about midway on the scale just 
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described. By this I mean that it is intended to 
offer more to the subscribers than just surgical 
care or medical care while in hospital but less than 
full coverage. The contract as finally agreed upon 
probably will provide for limited general medical 
care (home and office calls) and certain special 
medical services. 

This is the intention because it is believed that 
our need in Minnesota is somewhat different from 
that in the highly urban areas where most plans 
have started. In our state, about 50 per cent of 
the people live on farms or in small towns and 
villages. It is necessary to offer these people a 
contract under which they will be provided with 
reasonably adequate medical services. Experi- 
ments in rural areas have, of course, shown that 
the rate of utilization is higher than in cities. The 
financial risk is greater. Where workers are not 
covered by workmen’s compensation insurance, 
all injuries and illnesses automatically come with- 
in the scope of a prepayment plan. 

The success of a plan under which general 
medical coverage is offered depends on two things, 
namely, control of abuses and adequacy of pre- 
miums. Abuses may be perpetrated by the physi- 
cian or the subscriber. It is the duty of the medi- 
cal profession to keep its own members in line. 
So, too, it is the duty of enrolling groups, whether 
they are drawn from factories, farms, or towns 
and cities, to keep tab on their members. The 
same sort of fifty-fifty responsibility plays a part 
in determining premiums. What can the sub- 
scribers pay ; what must be charged if the organi- 
zation is to remain financially sound? I have 
mentioned that before, and have given some fig- 
ures. I mention it here again because it has an 
obvious bearing on what I propose to take up 
next, namely, the second of the two avenues for 
expansion and what its limitations are. 


Expansion of the program of prepayment for 
medical care is limited then partly by the ability 
and willingness of the public to enroll as subscrib- 
ers. Most of the plans have been applied in urban 
areas where large enrollment was possible. This 
was a sound method because the sooner an organi- 
zation obtains adequate spread of its risks, the 
sooner it can expand its program of benefits and 
enrollment. Large enrollment provides this spread 
much more easily and quickly than small enroll- 
ment. Not only this, but the cost per subscriber is 
lower if enrollment is large than if it is small. 


The pattern is now changing. Nearly every or- 
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ganization which has reached reasonable enroll- 
ment and a sound financial level is turning to ways 
and means of reaching all groups of the popula- 
tion, particularly rural groups. 


In general, the pattern has been to deal with the 
farm group not as a separate entity but to include 
it in what is called “community” enrollment. In 
community enrollment, the farmer is included 
with the residents of a city, town or village near 
which he lives. Usually the town is a center for 
banking, a source of supplies and so forth. The 
whole community then composes the group, and 
premiums are payable at a central place. 


A successful Blue Cross enrollment campaign 
in rural areas was carried out by the Weld Coun- 
ty, Colorado, Agricultural Health Association. 
Enrollment was on a community basis, reaching 
all elements of the community as a civic service. 
Weld County, the largest county in Colorado, is 
about three times the size of Rhode Island and 
boasts a population of 63,700. Greeley, with 15, 
900 residents, is the largest city in the county. 
There are several smaller towns, the largest of 
which has a population of 1,800. Prominent busi- 
nessmen, leaders of farm organizations and va- 
rious club leaders met with Blue Cross represent- 
atives and decided to form a health association 
under the Colorado law governing co-operatives. 
Twelve directors, each representing a definite dis- 
trict in Weld County, govern the health associa- 
tion. This division provided units that were 
workable as to area and population for an enroll- 
ment and administrative program. Enrollment 
was not limited to Blue Cross but each district 
was allowed to enroll separately in the Colorado 
Medical Service plan whenever 50 per cent or 
more of the families in the district had subscribed 
to the health association and to Blue Cross. Ex- 
perience demonstrated the value of a paid secre- 
tary, to work full-time with the voluntary commit- 
tees; also to keep the records and to handle the 
billing. The secretary’s salary and other necessary 
expenses were financed by an annual charge of 
$1.00 per year assessed against each member who 
was more than eighteen years of age. To date, 
Weld County has 8,000 enrolled. In Colorado, 
ten similar county health associations have been 
organized, and one of every six persons in rural 
areas and one of every two urban residents have 
been enrolled. 


In Iowa, fifty-five similar county health im- 
provement associations have been organized. In 


MINNESOTA MEDICINE 








oth 
bas 
for 


to 
pla 


It 
the 
len 


act 
bri 
cia 
ten 
nu 
pre 


pr 
are 
the 
ey 
fin 
do 








PREPAYMENT MEDICAL CARE—BUIE 


other states enrollment on a similar community 
basis is taking place although organization is less 
formal. 

Although the foregoing does not apply solely 
to medical plans, voluntary prepayment medical 
plans are making rapid progress in rural areas. 
The problem cannot be solved on a national level. 
It must be worked out in the community where 
the need exists. Everyone in the community must 
lend support if any effort is to succeed. 

Continuing improvements in transportation will 
accelerate the growing tendency of rural people to 
bring the patient to the physician. Thus, physi- 
cian’s care and other health facilities can be ex- 
tended over an area that will include a sufficient 
number of people to meet the costs of the services 
provided. 

The fees for medical services rendered by rural 
practitioners are not excessive. However, there 
are times when illness strikes and the severity of 
the case cannot be predetermined. For this rea- 
son, many farm families faced with severe illness 
find it difficult to meet the full costs when illness 
does strike. This problem is basically the same as 
it is with people living in towns. 


Medical Care for All 


The medical profession has felt that it has done 
well to charge for its services on the basis of the 
patient’s ability to pay, charging nothing at all in 
many instances and thus excluding nobody from 
medical care. But this method is not agreeable 
to everybody concerned nor is it certain that it will 
prove sound in a future of unknown stresses. 
The only sound method so far devised to provide 
medical care for everybody in a free society is 
through use of the insurance principle. Prepay- 
ment plans for medical care available to all people 
of a community, townspeople and farmers alike, 
tend to spread the risk and distribute the costs. 
Thus, having the cost known in advance, proper 
planning and budgeting for the otherwise unpre- 
dictabie costs of illness are possible. . 

Physicians, because of their special training, 
will bear the responsibility for the professional 
aspects of the program. They also will see to it 
that fees are not higher than they should be. The 


recipients of medical service cannot escape the 
responsibility of paying the cost of the services. 
Both parties to the contract should do their full 
share in providing the needed facilities. 

For ten years or more physicians have operated 
organizations under pilot plans for insurance 
against the costs of medical care. From this ex- 
perience they now feel that they should recom- 
mend prepayment plans. Thus, the American 
Medical Association enters the picture. This as- 
sociation is not a superior authority which issues 
orders to its state and county units. It is the re- 
cipient of, and gives expression to, decisions 
reached in the county and state units. These units 
have caused to be formed a Council on Medical 
Service of the American Medical Association and 
one of its chief functions is to help in the devel- 
opment of prepayment plans in various communi- 
ties. The state medical associations and the 
American Medical Association have rural health 
committees devoting their attention to the rural 
problem. 

As has been said, physicians are co-operating in 
local efforts and also are making available pre- 
payment plans of medical societies so that every- 
one interested may have an opportunity to insure 
himself against medical expense. Local repre- 
sentatives of farm organizations, business groups 
and local medical societies working in full co-op- 
eration and understanding are now in a position 
to work out the difficult economic problem of de- 
livering medical care to all the people. 


A Qualification 


In closing, may I say that the assignment to 
discuss this subject was accepted with full reali- 
zation of the vastness of the problem. 

At the height of ancient Greek culture, there 
were said to be only seven philosophers who knew 
the truth; everyone else was ignorant. Today 
many of us believe that we alone know the truth. 
How many are there who, like Socrates, will ad- 
mit that all they know is that they know nothing? 

Aristotle remarked that everybody contributes 
something to the truth but no one person can ap- 
prehend it by himself. No mortal is ever entirely 
right. 
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THE TREATMENT OF PERSONS WHO HAVE BRONCHIAL ASTHMA 


ARTHUR T. LAIRD, M.D. 
Duluth, Minnesota 


STHMA is a Greek word which means 

shortness of breath, or panting. In Eng- 
lish it has come to mean severe dyspnea, which 
may occur in a variety of conditions. We speak 
of bronchial asthma and of cardiac asthma, but 
used in this way it is merely the name of a 
symptom, 

The word is quite generally used to denote 
bronchial asthma alone, that is to represent the 
definite clinical complex exhibited by certain pa- 
tients who between periodic attacks of wheezy 
dyspriea are to a large degree subjectively and 
objectively well. Even used in this sense it is not 
really the name of a disease. While ordinarily 
the symptom complex can be recognized without 
too much difficulty, the diagnosis of its exciting 
cause and the underlying constitutional basis 
should also be made. 

A patient suffering from an attack of bronchial 
asthma is having a form of shock, somewhat 
similar to the anaphylactic shock which occurs in 
experimentally sensitized animals. Admitting the 
occurrence of such paroxysms on a nonallergic 
basis and of their development without previous 
protein sensitization or exposure to allergens oth- 
er than bacteria within the patient’s own body, 
it is still generally agreed that bronchial asthma 
in most cases is a clinical manifestation of an 
allergic diathesis which the patient has had since 
birth and which he has inherited. 

Adequate diagnosis requires not only that the 
character of the paroxysm be recognized, and if 
possible the exact nature of its exciting cause, 
but for successful treatment it must be constant- 
ly kept in mind that there is also present an un- 
derlying constitutional state. 

In no condition is it more necessary that the 
physician who hopes to benefit his patient per- 
manently become thoroughly acquainted with him 
as an individual, know his antecedents and con- 
tinue in close touch with him throughout his en- 
tire life. 

Persons who have bronchial asthma are thus 
different from other people. They nearly all be- 
long to a definitely allergic group which is said 
to comprise from 10 to 15 per cent of our popu- 


Read before the medical staff of St. Mary’s Hospital, Du- 
luth, Minnesota, October 3, 1946. 
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lation, and for the most part they are born with 
a predisposition to develop asthma or some form 
of allergy. 


That the tendency to become sensitized is trans- 
mitted according to the Mendelian law as a 
dominant characteristic was shown by Cooke and 
Vanderveer in 1916. 


Asthma may be more or less of a handicap 
in accordance with the frequency and sever- 
ity of the paroxysms as they occur at inter- 
vals during a longer or shorter life, The 
patient’s titre or measure of sensitiveness to 
this particular allergen or bete noir varies in 
different individuals and is not always at the 
same level in the same individual. There are 
many predisposing causes which may lower it, 
and it is well worth the patient’s and physician’s 
time to seek them out and avoid them. It is 
the tendency, not the specific sensitivity, that is 
inherited. Persons inheriting such a tendency 
are handicapped as truly as those who have lost 
an eye or a limb. The main underlying cause of 
asthmatic seizures is this bad family history. 
It is peculiarily unfortunate if both father and 
mother are asthmatic or even allergic to the extent 
of being sufferers from hay fever or other de- 
finite manifestations of allergy. A child born in 
such a family needs special watchfulness on the 
part of his parents and his doctor. The acquire- 
ment of an inferiority complex is an incidental 
handicap which awaits many such children, even 
if they do not develop allergic symptoms. 


Many superficial observers will feel that most 
asthmatics are neurotics and will look for a psy- 
choneurosis to explain their sufferings, but scien- 
tific analysis has never been able to prove that 
asthma is a neurotic or hysterical reaction. 


A mental element was suspected in the case of one 
of our patients who had been driven by her distress 
to long journeys and strange behavior. Meanwhile, 
her children had to travel with her, and their sur- 
roundings and experiences were not those included in 
a child’s bill of rights. 


This young woman, in 1936 before her marriage, 
when twenty-two years of age, was doing housework 
in Minneapolis and contracted a severe cold. Since then 
she has had asthma more or less continuously. Meanwhile 
she married and she has had three children. She was in 
several states and various hospitals while her husband 
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was in the army. Though a resident of Stearns county, 
Minnesota, she came to Duluth in 1944 and expected to 
remain here indefinitely on account of the climate. She has 
had skin tests and was found to be allergic to feathers, 
dander and certain foods, and was given various treat- 
ments, including sinus surgery and removal of nasal 
polyps, but when she arrived here she was thoroughly 
convinced that climate and intravenous injections of 
aminophyllin were the only things that could help her. 
In fact, she was addicted to the intravenous use of 
aminophyllin. Admitted to St. Mary’s Hospital’ on 
July 22, 1944, she received intravenous injections of 
aminophyllin at frequent intervals, sometimes several 
times a day. She remained in the hospital nearly two 
months, getting various other medicines and treatments 
as well. Among them was potassium iodide. 


On November 19, 1944, when she consulted the Duluth 
Clinic, she was the picture of distress. This appearance 
was accentuated by an extensive acne of her face, and 
she again received temporary relief through an intra- 
venous injection of aminophyllin. Later the same night 
she appeared at the emergency room at St. Mary’s 
Hospital and asked for another intravenous injection. 
This sort of thing continued for several days and nights 
and kept the interns busy, until four days later she was 
admitted following an early morning emergency injec- 
tion of aminophyllin. She had received fifty-nine such 
injections in the previous six weeks. In the hospital 
she received more aminophyllin injections. The pa- 
roxysms of dyspnea, for which she sought relief were 
likely to occur at most inconvenient times, often when 
the nurses were busy with meals and interns were 
difficult to secure. She seemed such a difficult and un- 
reasonable patient that she was transferred to the psy- 
chopathic ward, but the psychiatrist who was consulted 
reported that her actions and deportment were typical 
of one suffering from a chronic medical condition and 
were due to introspection, anxiety about herself and 
her probiems, rather than any psychosis. 


She was then removed to another ward and the situ- 
ation was explained to her as well as could be. There 
she received intelligent and tactful care from the in- 
terns and nurses and was asked to co-operate as far as 
possible. Gradually she became less apprehensive, and 
acquired some faith in intramuscular and. rectal injec- 
tions of aminophyllin, and before discharge was re- 
lieved by adrenalin. Later when she was admitted to 
St. Luke’s Hospital in a temporary panic, the same 
program was followed. After a two-weeks stay she was 
transferred with her children to St. Cloud in an auto- 
mobile, attended by a nurse. During the trip she was 
entirely free from symptoms. A year later the Stearns 
County Welfare Board reported that she and her chil- 
dren had left some time previously for the Southwest, 
either to join her husband or to search for a better 
climate. That there was an anxious mental state which 
added to her difficulties seems apparent. If she had 
been endowed with a different temperament her treatment 
would perhaps have been simpler. A great deal of her 
distress was certainly from apprehension. 


We had another patient whose dominant idea was 
that he could not exist without oxygen. After hun- 
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dreds of dollars had been spent for its constant and 
continuous use in St. Luke’s and: Miller Hospitals, 
since he evidently was a very sick man, the intern 
and the medical and nursing staff finally succeeded in 
weaning him from his dependence on it without doing 
him harm. 


The other members of the family of one of our 
patients were thoroughly convinced that their mother’s 
asthmatic attacks were largely nervous in origin and 
that she could avoid them by using her will power. 
This attitude on their part made her lot especially dif- 
ficult and unhappy. She was undoubtedly neurotic. 
However, her neurosis did not cause her asthma, but 
on the contrary, was to a large extent caused by it. 

Worries about financial and family affairs may 
also seriously depress the patient’s threshold to 
allergic reaction. Marital difficulties have been 
complicating and unsolved problems in several of 
our cases. While the avoidance of mental dis- 
turbance is necessary in the treatment of the asth- 
matic, the maintenance of the best possible condi- 
tions for general bodily health is equally as im- 
portant. 


This has recently been emphasized by Dr. 
Francis M. Rackeman. Depletion of vitaliy can 
only lower the patient’s threshold to reaction and 
make it possible for his latent or subclinical al- 
lergy to express itself. There is a group of pa- 
tients consisting mostly of children and young 
adults who have asthma in isolated attacks, each 
attack following a new cold. Such attacks may 
sometimes be brought on by simple fatigue. In 
such cases, besides the avoidance of known aller- 
gens, improvement of the general health of the 
patient is most important. Better hygiene regula- 
tion of his daily life, the time and quality of 
meals and daily activities, the institution of ade- 
quate periods of rest, fresh air and exercise, the 
use of extra vitamins and vaccines, are ‘all helpful 
measures. 


Some allergic persons living a well-regulated 
life are not much handicapped by asthmatic at- 
tacks. One of our patients was a boy of seyen- 
teen who had asthma for several years. He de- 
veloped a severe attack on October 12, 1944, and 
was admitted to St. Mary’s Hospital where he 
secured relief from adrenalin. He was quite 
thoroughly studied and found to have sinusitis 
and to be quite sensitive to various dusts, but not 
to foods. No surgery or change of climate was 
advised nor was his school work interrupted. He 
was simply asked to secure nine hours sleep if 
possible and to follow a slightly limited regime. 
He also took an oral cold vaccine. Careful hy- 
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giene, rather than the vaccine, was probably re- 
sponsible for the fact that he had no colds dur- 
ing the following winter. Early in the summer 
of 1945, although he was frank in telling of his 
asthmatic history, he was accepted by the navy. 
In June of 1946 his mother reported that he had 
been in the navy a year, part of the time being 
spent at the Great Lakes Training Center in IIli- 
nois and part of the year in New Orleans, but 
that he had had no recurrence of asthma. 


It will often be found that an asthmatic pa- 
roxysm has been preceded by a period of poor 
general health during which the patient has been 
below par. He may have had pneumonia, or an 
operation or just an upper respiratory infection. 
Often enough he has gone through a serious emo- 
tional experience and as a result has lost appetite 
and sleep. He needs an “ordered life” without 
“strain or stress” to keep the threshold of his sen- 
sitivity low enough to prevent the occurence of 
explosive reactions. ‘Debility” and “depletion,” 
to use Dr. Rackman’s terms, often cause them. 


Getting acquainted with an asthmatic patient 
involves very careful history-taking to bring out 
underlying accessory causes which precipitate dis- 
tressing episodes. Experience has shown, accord- 
ing to Unger, that in almost every severe case of 
asthma someone has been neglectful. The phy- 
sician is not consulted often or retained to be a 
life counselor or guide to his patient, who mud- 
dles along or is neglected by his parents and 
friends until a violent reaction occurs, at which 
time they cry vociferously for help. 


Hospitalization for a short time is often a wise 
measure .since it changes the patient’s environ- 
ment, aids in the more exact determination of his 
susceptibilities, and raises his reactive threshold 
to offending allergens. Unless fundamental study 
and care is given, the patient is readmitted again 
and again, or else remains at the hospital for an 
indefinite period. One Duluth patient remained 
hospitalized for more than a year; another has 
been admitted nine times in the past two years 
to the same hospital. 


Whatever the offending allergen may be that 
precipitates the asthmatic attack, the explosive re- 
action that occurs is substantially of the same 
nature in each case. 


There is practical agreement that asthma pa- 
tients have, in the mucous membrane lining the 
bronchial tubes, sensitized cells containing anti- 
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bodies that are specific for certain allergens. 
When the specific allergen comes in contact with 
these antibodies in the sensitized cells in the 
bronchial mucosa, whether it reaches them through 
the inhalation of air containing it or by way of 
the blood stream, the reaction occurs. The se- 
verity of the reaction depends on the degree of 
sensitivity of the cells and the amount and charac- 
ter of the allergen. The bronchi containing the 
sensitized cells are the trigger area, and their 
degree of sensitivity may be so great that the most 
trifling circumstances, given any exposure to the 
antigen, may cause the explosion, even in some 
cases the passage from a sun-warmed area into 
the shadow. 


As in anaphylactic shock there is narrowing 
of the lumen of the bronchial tubes by the out- 
pouring of mucous which partially fills them, and 
probably also by muscle spasm in the smaller 
bronchi. The patient becomes more or less short 
of breath, begins to wheeze, and has a moderate 
amount of cough and expectoration. In more 
severe attacks the dyspnea becomes extreme and 
all the accessory muscles of respiration are 
brought into play. Tachycardia and sweating 
occur. The individual is utterly miserable, just 
as he has been before and is in many cases des- 
tine to be again and again. 


As in surgical shock, a toxic histamine-like 
substance is believed to be’set free which initiates 
the profound local and systemic reaction. The 
distribution of the blood is altered and its control 
changed. Internal secretions, especially adrenalin, 
are called into the circulation and various bio- 
chemical changes promptly occur, including in- 
crease in the hydrogen ion concentration, all of 
which have their effect on the control centers in 
the medulla. Fear and emotional shock are ac- 
companied by somewhat similar phenomena. 


The purpose of the emergency treatment of 
asthma is to interfere with the mechanisms pro- 
ducing shock and to lessen its severity. 


The diagnosis is usually not difficult and in 
most cases has already been made. The wheezy 
dyspnea is characteristic, the long history of re- 
curring paroxysm with no evidence of disease 
between the attacks makes confusion with the 
dyspnea of heart disease or pneumonia unlikely. 
However, as has been said, “All is not asthma 
that wheezes,” and laryngeal affections, extrinsic 
and intrinsic lesions of the trachea and bronchi, 
foreign bodies, diseases of the heart and lungs, 
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Loeffler’s syndrome and functional air hunger all 
have to be considered. 


The following summary has been prepared for 
me by Sister Loretta and the record librarians at 
St. Mary’s Hospital in Duluth. It is concerned 
with admissions to that hospital in 1944 and 1945. 
Nearly every general practitioner and internist on 
the staff was represented among the thirty-eight 
physicians in charge of the patients. 

As a rule, the procedures used to control the 
patient’s paroxysms and relieve his distress were 
the usual well-recognized or recently publicized 
methods, which it may be worth while to review 
here. 

ASTHMA GROUP STUDY, ST. MARY’S HOSPITAL 


DULUTH, MINNESOTA 
1944-1945 


Total Cases 
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Treatment Used: 
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The purpose of the emergency hospital treat- 
ment of asthma is, as has been stated, to inter- 
fere with the mechanism producing the shock and 
to lessen its severity. A number of medicines 
and measures have been proved to be helpful for 
this purpose in Duluth as elsewhere. 


Adrenalin.—The most commonly used and 
most effective medical treatment of the paroxysm 
is the subcutaneous or intramusclar injection of 
adrenalin. A dose of .35 c.c. of a 1:1000 solu- 
tion in normal saline may control the attack for 
a time varying from minutes to hours and often 
is as effective as a larger dose. The smaller dose 
can be repeated at half hour intervals if necessary. 
Adrenalin is of no value given orally and is rare- 
ly used intravenously. It must be used with some 
caution in those with hypertension and heart dis- 
ease. If the usual saline solution is not effective, 
adrenalin may be given as a 1:500 suspension in 
peanut oil by intramuscular injection, in which 
case its action is somewhat slower and more pro- 
longed. The inhalation of a still stronger watery 
solution, 1:100, from a special nebulizer, helps 
many patients. Some chronic asthmatics require 
or demand as many as ten or more injections of 
adrenalin in one day. The relief obtained by a 
single injection may in other cases last for weeks 
or months. 

If the usual saline solution is not effective, ad- 
renalin may be given as a 1:500 suspension in 
peanut oil by intramuscular injection, in which 
case its action is somewhat slower and more pro- 
longed. The inhalation of a still stronger watery 
solution, 1:100, from a special nebulizer, helps 
many patients. Some chronic asthmatics require 
or demand as many as ten or more injections of 
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adrenalin in one day. The relief obtained by a 
single injection may in other cases last for weeks 
or months. 

After a time, especially in the severe and pro- 
tracted cases, the patient may become adrenalin- 
fast, a condition which however is usually not 
permanent. 


When the patient’s sensitivity to his allergen re- 
mains low and his attacks are mild, they may be 
relieved by the use of ephedrine, a drug whose 
effect is similar to that of adrenalin. It has the 
advantage that it may be given by mouth. There 
are a dozen or more preparations, each highly 
recommended by the manufacturer as effective in 
asthma, which consist of ephedrine combined with 
phenobarbital aminophylin or other substance. 
The patient may take such tablets three times a 
day or when needed to control an attack. If his 
attacks come in the night, he may take an enteric- 
coated tablet in the evening which becomes effec- 
tive some hours after it is taken. Several of our 
patients have found the occasional or continued 
use of such tablets, together with hygienic meas- 
ures, all that was required to keep them fairly 
comfortable for long periods. 

Adrenalin was used in the treatment of nearly 
every asthmatic patient admitted to St. Mary’s 
Hospital in Duluth in 1944-1945. Ephedrine, 
usually in combination with phenobarbital, was a 
supplementary medication routinely prescribed. 


Amino phyllin.—When patients cease to be re- 
lieved by simple medication or by the use of 
adrenalin, it becomes necessary to employ other 
means to lessen or banish their distress. Theo- 
phyllin ethylenediamine, or aminophyllin, as it 
is commonly termed, is a valuable synthetic xan- 
thine derivative. Used intravenously it promotes 
prompt relief in most cases. It must be given 
slowly to avoid causing syncope. In order that it 
may be injected slowly it is nearly always given 
in a considerable amount of saline solution. The 
usual dose is 0.48 gm. (7% gr.) in 20 c.c. of nor- 
mal saline solution. Sometimes 0.24 gm. (3% 
gr.) in 10 c.c. of norma) saline solution is suf- 
ficient to give relief. Aminophyllin is said to act 
by inhibiting bronchospasm through direct action 
on the bronchial musculature, while adrenalin 
stimulates the sympathetic nerve fibres in the 
bronchi causing shrinking of the bronchial mucosa 
through vasoconstriction of the arterioles, at the 
same time producing bronchial dilatation through 
relaxation of the bronchial muscles. 
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Aminophyllin given orally has not proved very 
effective in relieving asthmatic attacks. It has 
sometimes been given intramuscularly with satis- 
factory results in 0.48 gm. (7% gr.) doses which 
are furnished in 2 c.c. ampules. 

It is sometimes effective in rectal injections, 
0.48 gm. (7% gr.) being administered in 20 c.c. 
of distilled water as a retention enema, or it may 
be given in a suppository containing 0.36 gm. 
(5% gr.). 

Since intravenous injections cannot be admin- 
istered by the patient himself or very frequently 
at home by his physician, the patient requiring 
aminophyllin should ordinarily be hospitalized. 

Aminophyllin finds its greatest field of useful- 
ness in patients who temporarily are not relieved 
by adrenalin, and according to the Council of 
Pharmacy and Chemistry the American Medical 
Association® it is probably a safer drug than 
adrenalin in the occasional cases where there may 
be indecision regarding the “bronchial” or “car- 
diac” nature of the attacks. Intramuscular and 
rectal administration should be used more fre- 
quently than they have been. 


Oxygen.—Oxygen, or oxygen with helium, is 
frequently administered to relieve distress from 
asthmatic seizures. In some cases immediate 
relief is secured. 


Forty per cent oxygen at the rate of 4 to 6 
litres a minute is the usual prescription. Con- 
tinous oxygen is occasionally required, or seems 
to be, for considerable periods, as already men- 
tioned. A mixture of helium and oxygen in the 
proportion of 80 per cent helium and 20 per cent 
oxygen offers the advantage that, inasmuch as 
the mixture has only about one-third of the 
weight of air, it is breathed more easily. Fol- 
lowing the use of oxygen, patients who have 
become refactory to adrenalin may again be 
able to get relief from it. 

Two ounces of ether with four ounces of olive 
oil per rectum is effective in securing relaxation 
for some patients. Occasionally general anes- 
thesia has been employed with benefit. 


X-Ray Therapy.—Schilling® in 1906 noticed 
that an asthmatic patient felt better after fluoro- 
scopy, and various observers have since recorded 
improvement after x-ray treatment. Desjardins® 
has explained the benefit as due to the action of 
the x-rays in producing a decrease in the secre- 
tory power of mucous glands, a liberation of an- 
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tibodies by the destruction of leukocytes and a 
stimulation in the production of eosinophiles. 

However, although forty years have passed 
since Schilling’s report, x-ray treatments have 
not yet been proven of extraordinary value for 
relieving or preventing asthmatic attacks. What- 
ever beneficial effect they may have does not seem 
to be lasting. 

Enough has been said to indicate that the hos- 
pital treatment of bronchial asthma has usually 
meant rather desperate attempts on the part of 
the attending physician to meet an emergency to 
relieve a patient in dire distress, to treat a symp- 
tom without getting rid of its cause. 


Morphine.—The administration of morphine 
is mentioned only to be condemned. Although 
the patient gets relief, sudden death is not un- 
common following its administration. It is es- 
pecially dangerous when used as a last resort. 
It probably causes death by depressing the cough 
reflex and the respiratory center. When it does 
not cause death directly, its use is likely to be 
followed by nausea and vomiting which definitely 
increase the mortality. Some allergic individuals, 
moreover, are hypersensitive to morphine itself, 
and frequently it causes pruritis, if no more 
serious result. It is not denied that in some cases 
morphine relieves when other measures have 
failed, but too often it quiets the patient perma- 
nently. Unger" reports five fatalities following 
the use of morphine to control asthmatic seiz- 
ures, in 1926, 1928 and 1929. 

Since abandoning its employment, only two 
deaths from asthma have occurred in his practice. 
As a matter of fact, except when morphine is 
used, deaths rarely occur during asthmatic seiz- 
ures or in status asthmaticus. Often the patient 
wishes he could die but doesn’t. 

More than 10 per cent of the asthmatic pa- 
tients at St. Mary’s Hospital in 1944 and 1945 
received morphine. Fortunately there was only 
one death in this series and that was not follow- 
ing its use. . 

Demerol, an opium derivative, in spite of Paul 
de Kruif’s recent panegyric in the Reader's Di- 
gest* over its use in asthma, as God’s own medi- 
cine, has not been found very useful or very safe. 

Various other sedatives and hynotics are often 
helpful. Phenobarbital, seconal, amytal, or nem- 
butal may be tried, but they may do harm if 
pushed to the point where the patient’s ability to 
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expectorate is lessened. One must be on guard 
for idiosyncrasies. 


Most asthmatics endure necessary surgical op- 
erations fairly well. It is easier and safer to op- 
erate between the attacks, but when delay would 
be dangerous, it has often been found that the 
anesthesia brings on relaxation and long-contin- 
ued relief. Morphine should not be given in the 
preparation of the patient. Substitutes such as 
the barbiturates (nembutal, amytal, and pheno- 
barbital) should be employed instead. Aspirin 
should not be given, unless it has been ascertained 
that the patient is not hypersensitive. One of 
our patients had a nearly fatal shock after being 
given 5 grains. Still it was not infrequently 
ordered in the series. 


Febrile diseases are not especially influenced 
by the presence of asthma, and during their 
course the patient may have temporary relief from 
his attacks. This was true in one of our cases, 
an old lady, who, while having frequent asthmatic 
seizures, developed bronchopneumonia for which 
she was hospitalized. During its course she was 
free from asthma, but it recurred following her 
convalescence. Did her fever act as a form of 
therapy? On the other hand, head colds and sore 
throats often precipitate asthmatic attacks. 


Specific Treatment.—Separation of the patient 
from exposure to the allergen for which he has 
acquired a greater or less degree of sensitivity is 
a form of specific treatment. Sometimes the of- 
fending substance is already known to the patient ; 
hence, the value of careful history taking. Re- 
moval of the patient from his home to the hospi- 
tal may shed light on the subject. If the attacks 
cease, the allergen may be absent in the new en- 
vironment. 


If not known or discoverable in this way, val- 
uable leads may be given by careful skin testing, 
though often enough some of the substances to 
which the patient responds by positive reactions 
are not the one which produce his symptoms. He 
may react positively to substances with which he 
rarely comes in contact, or of which he encoun- 
ters such small amounts that this threshold of 
sufficient susceptibility to permit an attack is not 
reached. His sensitivity to some other substance 
may be the one that really causes the trouble. 


Satisfactory skin testing requires skill and ex- 
perience and judgment. The tests may be on the 
patient’s skin, or if for any reason, such as the 
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presence of skin eruptions or a general condition 
of debility or depletion, this is not practicable, 
they may be done on the skin or another person 
who, however, must not be an allergic individual 
himself. This indirect form of testing is based 
on the Prausnitz-Kustner’® phenomenon, in ac- 
cordance with which the patient’s sensitivities can 
be transferred to a limited area of the skin of 
another individual by preliminary injections into 
it of the patient’s serum. 


Whether the direct or indirect methods of test- 
ing are chosen, care must be used to avoid over- 
dosage, as severe constitutional reactions and even 
fatalities have resulted in some cases. The pa- 
tient who is being tested should remain in the 
physician’s office long enough for untoward symp- 
toms to develop, and restoratives should always be 
at hand in case syncope occurs. 


The tests are performed in various ways—on 
the skin by simple contact or patch methods, and 
in the skin by the scratch or by intracutaneous 
procedures. They are time consuming and should 
be directed and observed by one thoroughly famil- 
iar with them, preferably a trained allergist. 


When the substance or substances to which the 
patient is sensitive and which appear to be re- 
sponsible for his asthmatic attacks are identified, 
breaking of contact with them is sometimes quite 
simple. Food allergens may be omitted from the 
diet. The face powder may be changed if it is 
responsible. Contact with animal dander may 
cease when the dog or cat is banished. Offending 
pollens may be avoided by moving to a place 
where they do not exist, or are not sufficiently 
abundant to overcome the patient’s modicum of 
resistance, as in the hay fever havens of America 
where the breezes blow them away. If one must 
stay where there are pollens to which he is super- 
sensitive, air filters and air conditioning may help 
to keep them out of a room. 


If considerable contact is unavoidable, desensi- 
tization may be tried. Perhaps hyposensitization 
is a better term since complete and permanent 
desensitization is rarely possible. The best that 
can usually be hoped for is a reduction of the 
patient’s sensitivity. 

This form of treatment may be given orally 
in case the allergens which distress the patient 
are foods. If they are pollens or bacteria, a series 
of hypodermic injections of extracts or suspen- 
sions is used. 
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Dosages, solutions and time intervals differ 
somewhat in various hands. The principle is the 
same that underlies immunization to tuberculin 
by Dr. Trudeau’s method. Very minute doses 
are given at first. The dose is gradually in- 
creased. Every effort is made to avoid general 
reactions, It is remarkable with what high dilu- 
tions they may occur even after the use of what 
seems like homeopathic attenuations of the dos- 
age. 

Fatal shock has occurred more than once during 
specific treatment, and, though infrequent, the 
possibility of its developing should be kept in 
mind and guarded against. 


The exact technique, the dosage and spacing 
of injections, the best and latest methods of pre- 
paring and administering extracts are described 
in current literature on allergy and should be 
followed to avoid disaster. 


Very satisfactory results have been obtained 
from hyposensitization treatment by experts. 

Unger™ secured freedom from symptoms for 
at least a year in this way in 33.6 per cent of 122 
patients whose asthma was due to pollen. 


The best results come from perennial rather 
than merely seasonal or preseasonal treatments. 


Asthma has been classified by some authorities 
as extrinsic, due to substances from without the 
patient’s body to which he has become sensitized 
and which reach his trigger cells in the bronchial 
mucous membrane by inhalation or the blood 
stream, and intrinsic, due to substances already 
present within the body. Upper respiratory in- 
fections frequently initiate asthmatic attacks, and 
at times no extraneous allergens can be found 
that are responsible. A patient may originally 
have become asthmatic as a result of sensitization 
to external antigens and may have been desensi- 
tized, but in the meantime have developed bac- 
terial sensitivity which continues his asthma. In 
some such cases desensitization with bacterial 
vaccines has been helpful. Autogenous vaccines 
are to be preferred, but stock vaccine may be 
used. 


Since a histamine-like substance is believed to 
have an important part in producing the allergic 
paroxysms, as well as in other forms of shock, 
efforts have been made to desensitize the patient 
to histamine. Histamine and histaminase have 
been used in Duluth as elswehere for this pur- 
pose. Recently, Horton and his co-workers’ in 
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the Mayo Clinic have been experimenting along 
this line with a new preparation known as bena- 
dryl, which has been given some publicity. It 
has been tried with encouraging results in other 
allergic conditions such as hay fever and eczema, 
but no remarkable success has yet been noted with 
asthmatic cases. Histamine is so intimately con- 
cerned in various bodily functions that the ques- 
tion may be raised whether complete desensitiza- 
tion to it would be desirable. Insulin and fever 
therapy have also been used in the treatment of 
asthma. 


It is not to be expected that any form of treat- 
ment that merely relieves an attack of asthma is 
going to prevent recurrences. Lowering the pa- 
tient’s threshold of sensitivity by specific treat- 
ment is of more value, but even this will not 
suffice to keep the patient comfortable without 
avoidance of conditions which cause depletion 
and debility. 


Nothing can be done to remove entirely the 
congenital handicap, the inherited constitution. 
With such an inheritance, the development of 
some degree of hypersensitivity to various aller- 
gins is inevitable. The physician’s problem is 
the prevention of the more serious degrees of 
allergic response. If the child is already devel- 
oping eczema, every effort should be made to 
forestall hay fever and especially asthma. Al- 
lergic children are a special responsibility. A\l- 
lergic families must be recognized and their fu- 
ture health guarded. If the reactions can be 
kept minimal, they may not cause too great a 
handicap, but if these cases are neglected the 
results may be dire indeed. 


The distress suffered by patients who have 
severe bronchial asthma is pitiable and is probably 
as hard to bear as the pains caused by cancer 
or heart disease, with the added foreboding of 
many future attacks. More appreciation of the 
courage and heroism of those who endure them 
should be shown. The sequels of repeated at- 
tacks may be definite pathological conditions of 
various kinds. Emphysema commonly results from 
them and eventually heart strain. Various condi- 
tions, migraine, gastrointestinal crises, Meniere’s 
disease and the dreaded periarteritis nodosa have 
all been suspected of allergic affiliations. 


The child born with an allergic tendency, a 
capacity for becoming hypersenitive to all sorts of 
allergens, should be guarded from exposure to 
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excessive amounts of the more common and 
notorious ones. If a certain amount of contact 
with them is unavoidable, his general health and 
resistance must be kept at a high level through- 
out his whole life. This is a large contract. The men 
who have suceeded best in fulfilling it have not 
merely been skilled allergists, but they have ap- 
proached the problem with the broad view of 
experienced internists, and in addition to specific 
measures have used a considerable amount of 
psychosomatic therapy. The patient’s morale must 
be kept up. His apprehensions must be relieved 
and freedom from fear secured if possible. He 
must have a strong arm to lean on. His handi- 
cap may, to a large extent, often be overcome. 


There are a number of men in the larger cities 
who in this way have made life worth living for 
a large number of patients during a series of 
years. Such help is needed everywhere. 

So far we have not considered bronchial asthma 
as a social problem. The actual number of asth- 
ma cases is unknown. The condition is not re- 
portable. Five-tenths of one per cent of selectees 
for military service in a group of 45,000 were 
rejected because of severe allergic states, chiefly 
asthma,® and it may be assumed that that percen- 
tage approximately represents its prevalence. 
There are probably several hundred thousand as- 
thmatic persons in the United States, of whom a 
considerable proportion are wage earners. As 
already stated, perhaps 10 per cent of the popula- 
tion show some evidence of allergic predisposi- 
tion. The avoidable economic loss from impaired 
working capacity is certainly worth salvaging. 
The expense to welfare agencies from asthmatics 
seeking hospital relief and change of climate is 
very considerable. 


A national crusade for the prevention and 
control of asthma has been advocated and doubt- 
less will materialize. It should follow the lines 
already laid down in other successful health pro- 
motion efforts. They represent the combined ef- 
forts of the medical profession and the lay public. 
Research should be a necessary part of the pro- 
gram. The facts about the condition should be 
widely publicized. 


The services of experts in treatment should be 
made available to all patients. As regards asthma, 
physicians should recognize the occurrence of ‘al- 
lergic families and discourage intermarriage. The 
children of allergic patients should be treated as 

(Continued on Page 422) 
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NITROGEN BALANCE AND ITS CLINICAL APPLICATION 


; ROBERT E. HANSEN. B.S., M.D., and EDWARD L. TUOHY, M.D., F.A.C.P. 
Duluth, Minnesota 


Say term nitrogen balance connotes the degree 
of equilibrium of the body in terms of nitro- 
gen taken into the organism and the amount lost. 
The main routes of nitrogen loss are through the 
urine, feces and exudates. In cases where the or- 
ganism sustains an illness or injury, some of the 
body tissues are catabolized, the nitrogen excre- 
tion exceeds the ingestion of nitrogen, and the 
body is said to be in negative nitrogen balance. 
As recovery progresses the body retains more ni- 
trogen than it excretes, thereby acquiring a posi- 
tive nitrogen balance. 

Since nitrogen is one of the important sub- 
stances in protein, and because it is the element 
with which we can deal objectively in studies to 
determine the protein status of our patients, we 
will frequently use these terms, nitrogen and pro- 
tein, interchangeably in this discussion. An im- 
portant decisive fact to remember is that quanti- 
tatively 1 gm. of nitrogen is equivalent to 6.25 
gm. of protein, or protein contains 16 per cent 
nitrogen. 

During the past several years, the interest in pro- 
tein metabolism has increased considerably. Un- 
doubtedly the past war has exerted a great influ- 
ence in this direction. One of the authors (R. E. 
H.) has observed the mark of protein deficiency 
in many European people. It was dramatic, it was 
pitiful, and it was deadly. We must diligently re- 
member that protein deficiency is not a rare phe- 
nomena which is confined to the unfortunate, mal- 
nourished and starving peoples. Even those who 
have been blessed with health, wealth and an 
abundance of excellent food may feel the sting of 
protein deficiency should they suffer from a frac- 
ture or convalesce from an operation or illness. 
And let us not forget the women in gestation who 
require careful protein consideration, because the 
human embryo will most certainly demand its 
“pound of flesh.” 

Hemostasis names the physiologic process of 
normal balance and adaptation. We propose to 
emphasize the protein factor therein. 

Nutritionally, the proteins are assuming the 
principal role for which they got their name from 


From the Department of Medicine, St. Mary’s Hospital, Du- 
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the Greek—first in body rebuilding. One might 
say that we as humans are essentially suspensions 
of proteins in water. 

Students of protein metabolism have advanced 
several theories in an attempt to explain this body 
function. More recently Borsook and Keighly* 
have emphasized the factor of dynamic equilibri- 
um in which breakdown and resynthesis proceed 
hand in hand—dietary nitrogen replacing tissue 
nitrogen, and the nitrogen of various organs un- 
dergoing continuous interchange. Even ina starv- 
ing animal, tissue protein does not undergo catab- 
olism alone, but is being continuously resynthe- 
sized, new protein being formed in one tissue 
from nitrogen derived from another. 


Chemically, proteins are organic molecules 
composed of linked amino acids. Nutritionally, 
proteins are considered to be of two types, the su- 
perior and inferior—the superior being the pro- 
tein with a high biological value and adequate 
digestibility. Animal proteins are classed here. 
They have a high biological value because they 
contain the essential amino acids (ten in all) in 
the proportions which closely resemble human 
protein. They have a 95: to 100 per cent digesti- 
bility. The inferior protein is one which is lack- 
ing in one or more of the essential amino acids or 
which is less digestible and absorbable. The vege- 
table proteins tend to fall into this group. The 
ingestion of inferior proteins alone necessitates 
wastage of its end products. The amino acids of 
the protein are broken down and excreted instead 
of entering into tissue protein, and, as a result of 
this, body tissues have to be broken down to fur- 
nish essential amino acids for protein metabolism. 
In such a situation the body enters into a negative 
nitrogen balance. Now how does all of this fit 
into a person’s average daily existence? It is defi- 
nitely true that a person on a well-balanced mixed 
diet will get all the essential nutrients. It is only 
when the protein intake is restricted or unutilized 
that one must give exact consideration and choose 
proteins of high biological value. 

The process of protein digestion is relatively 
simple—the molecules are acted upon by enzymes 
in the stomach and small intestine, breaking them 
into proteoses, polypeptides and amino acids. The 
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amino acids and polypeptides are absorbed and 
enter the portal circulation and lymph, and then 
the general circulation. We can readily see that 
any disturbance in the normal digestion of pro- 
tein will definitely affect the ultimate protein me- 
tabolism, chiefly by reducing the amount of amino 
acids absorbed. The stool nitrogen in such cases 
will increase, and this is the basis of the generally 
utilized methods of studying nitrogen balance. 

When the amino acids attain the circulation, 
they are either used for the restoration of tissue, 
for the building of hemoglobin or plasma pro- 
teins, for the manufacture of hormones or intes- 
tinal enzymes, or they are sent to the liver and 
deaminized, releasing carbohydrate for energy and 
diverting nitrogenous elements for urinary excre- 
tion. 

Let us consider the production and maintenance 
of tissue protein, plasma protein and hemoglobin. 
The body gives first consideration to the produc- 
tion of hemoglobin, which takes preference over 
other body protein needs. It may draw from the 
tissue and plasma proteins, but does not in turn 
contribute to the protein pool. Perhaps this is the 
explanation for the rare occurrence of a true pro- 
tein deficient hypochromic anemia in this coun- 
try. Usually we see the iron deficiency type. 
Considering now the tissue protein, we know that 
every tissue must retain a minimum level of pro- 
tein if it is to live. Under normal circumstances, 
cells contain more than the absolute minimum, 
and some of these proteins are in a labile form, 
readily available to the body if needed. This pro- 
tein has been termed the “deposit protein.” In a 
well-nourished, average-sized man this measures 
about 2 kg., which actually is a small amount. In 
addition to the hemoglobin and tissue protein 
there are the plasma proteins, which have three 
constituents: (1) fibrinogen, formed ‘chiefly in 
the liver and used in the clotting mechanism, be- 
ing converted by thrombin into insoluble fibrin; 
(2) globulins (alpha, beta and gamma) which are 
intimately concerned with certain pathological 
functions, such as antibody formation, and are 
formed in the liver and lymph nodes, and (3) al- 
bumin which is formed in the liver and is respon- 
sible for the maintenance of the osmotic pressure 
of the blood. It is this serum albumin which is 
lost in the urine in nephrosis; it is the predomi- 
nant protein lost in exudates; it is the protein 
primarily affected in hypoproteinemia. 


Because a dynamic equilibrium exists between 
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the plasma and tissue proteins, a lowering of the 
serum albumin occurs only after the body pro- 
teins have been severely depleted. Elman* has 
shown that a loss of 1 gm. in the total circulating 
serum albumin entails the destruction of 30 gm. 
of body protein. For example, an average-sized 
man (70 kg.) has a circulating volume of 3 liters. 
If he loses 1 gm. of albumin per 100 c.c., it corre- 
sponds to the loss of 10 pounds of flesh. Return 
of the plasma albumin concentration to normal 
may occur before, and often long before, the body 
deficit is made up, but is probably only temporary 
and a prompt fall would result unless the protein 
intake is maintained. Thus the return to a normal 
plasma albumin indicates that the treatment is ef- 
fective but not necessarily complete, and that the 
high protein food intake must be maintained until 
normal weight and strength are regained. At Hal- 
loran General Hospital, Sprintz’® observed that a 
group of soldiers with chronic infections who lost 
one-third to one-half their original body weight 
following injury showed no hypoproteinemia or 
abnormal albumin-globulin ratio. In the presence 
of normal plasma proteins there may be a marked 
depletion of body tissue. Only if there is a low 
plasma protein can one attempt to make an accu- 
rate statement regarding the state of the tissue 
protein. 


The diagnosis of protein deficiency depends 
upon the clinical symptoms and signs, corrobo- 
rated by laboratory studies. The clinical picture 
is familiar to us, manifested by anorexia, weak- 
ness, mental depression, failing memory, weight 
loss and edema. The edema level is recognized as 
about 5 gm. per cent. The laboratory procedures 
which objectively assist in the diagnosis are: the 
hemoglobin determination, the plasma protein 
analysis and the nitrogen balance studies. The 
Kjeldahl procedure or one of its modifications 
may be used for the study of nitrogen elimination. 
In addition, measurements of strength and endur- 
ance by a physical fitness test or an ergograph* 
have proved to be valuable assets. The study of 
weight curves has been a convenient method to aid 
in the evaluation of a patient’s protein status. 
Wangensteen and Varco'* advocate the feeding of 
a high-protein, high-caloric diet to surgical patients 
who have lost body weight. They recommend at 
least a week of nutritional preparation for every 
10 per cent of the original body weight lost. Per- 
haps the disadvantage of weight studies is the 
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possibility of large fluid shifts which may mask 
the loss or gain of flesh. 

Let us consider here two factors which affect 
protein metabolism—the energy requirements of 
the body and the special demands made during 
injury or illness. 

The energy requirements are of paramount im- 
portance to the body and are supplied first. The 
three necessary nutrients are carbohydrate, fat 
and protein, which furnish energy at the rate of 
4, 9, and 4 calories per gram, respectively. The 
body uses about 1,800 calories, and if this energy 
is not supplied in the diet, the body burns its own 
stores. If the body cannot obtain sufficient calo- 
ries from the fat and carbohydrate, the protein 
catabolism is greatly increased and one can ob- 
serve the “terminal rise” of nitrogen excretion, so 
named because the organism would die shortly 
after its appearance. This process is known as 
auto-cannibalism. Carbohydrate exerts a specific 
protein sparing effect apart from the fact that it 
furnishes energy as does fat, because the sparing 
effect exhibited by a given amount of carbohy- 
drate cannot be brought about by the same amount 
of fat possessing double the caloric value.? Carbo- 
hydrate alone has a marked sparing effect, where- 
as fat alone does not, a positive nitrogen balance 
cannot be maintained on a diet of protein and fat. 
A probable explanation for the great sparing ef- 
fect of carbohydrate is that its intermediary prod- 
ucts of metabolism make it possible for the nitro- 
gen resulting from tissue breakdown, in a pre- 
dominantly protein and fat diet, to be used in re- 
synthesizing amino acids for body protein. 


The demands upon protein metabolism during 
injury or illness have added new interest and 
stimulus to a consideration of what happens there- 
to after injuries, operations or physiological up- 
sets which occur in infectious processes, chronic 
wasting, malignant disease and metabolic disturb- 
ances. A review of some of the recent reports 
features certain dramatic and unsuspected breaks 
in-nitrogen metabolism. 

Following extensive burns, a hypoproteinemia is 
known to occur, due to several factors such as 
tissue destruction, loss of serum protein in exu- 
dates, failure of hepatic function in protein syn- 
thesis and loss of ingested food because of diar- 
rhea or vomiting. The extent of protein loss in 
exudates has been shown by Co Tui® to vary from 
1.2 gm. to 9.5 gm. per day. The extent of uri- 
nary nitrogen loss after severe burns was demon- 
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strated by Taylor,** who found, in a series of 
twenty-two cases, a nitrogen loss of up to 45 gm. 
in one day, which is equivalent to about 280 gm. 
of protein. 

The resutls of a study conducted by Hirshfield 
and associates" on twenty-three cases of thermal 
burns, revealed that patients excreted rather large 
amounts of nitrogen, and unless they were receiv- 
ing a high-caloric, high-nitrogen intake, they 
showed a negative nitrogen balance and weight 
loss. Attempts were made to force large amounts 
of food in the early acute stage but proved un- 
successful because of intolerance. However, after 
three or four days the patients were able to take 
abundant food, and the body response showed a 
definite swing to a positive nitrogen balance. Dur- 
ing the initial acute phase when the patients were 
unable to tolerate large diets, they were given in- 
travenous protein hydrolysates. At present most 
authors agree that the use of parenteral hydroly- 
sates should only be used during emergencies, and 
replacement by oral therapy at the earliest moment 
is greatly advantageous. 

Protein deficiency develops frequently and in- 
sidiously in patients anticipating operation for 
peptic ulcer or gastrointestinal malignancy. In 
contrast, Thorton’ did not find this commonly in 
patients requiring thoracic surgery. Hartzell*® re- 
ported it in general surgical patients and Bartels’ 
noted its significance in patients needing thyroid- 
ectomy. Postoperatively, the average surgical pa: 
tient lapses into negative nitrogen balance unless 
attention is paid to the adequate intake of protein. 
Co Tui® and his associates studied nitrogen metab- 
olism in eight patients following gastrectomy. 
Four patients received the usual postoperative 
standard ward diet of weak tea followed by fre- 
quent small feedings, slowly increased; the other 
four patients received large amounts of protein 
in the form of casein hydrolysates, Which were 
given by a gastric tube. The results were remark- 
able. Those fed on the usual ward routine were 
in negative nitrogen balance, lost weight, regained 
their strength slowly and had a protracted con- 
valescence. In contrast, the patients receiving 
protein hydrolysates were in positive nitrogen 
balance, gained weight, regained strength rapidly 
and had a shortened convalescence. 

Others have studied the same problem in vari- 
ous surgical procedures such as herniorrhaphy, 
appendectomy and cholecystectomy. They have 
found that patients who are fed a high-caloric 
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diet and are given high-protein materials paren- 
terally and orally remain in a positive nitrogen 
balance and gain weight and strength in about 
one-half the time of those in negative nitrogen 
balance because of. inadequate protein intake. 


Some interesting work has been done at the 
Johns Hopkins Hospital’** on nitrogen studies 
in patients with fractures and in those who had 
osteotomies. A series of six cases of fractures of 
the large bones of the lower extremities in other- 
wise healthy males revealed that these patients 
reached their maximum negative nitrogen excre- 
tion on the sixth postfracture day; their total ni- 
trogen loss amounted to about 200 gm. This ex- 
pressed in terms of protein would be 1,400 gm.; 
in terms of body tissue it equals 15 pounds. The 
duration of the negative nitrogen phase lasted 
thirty-six days. Some of these patients were 
studied for an additional three weeks, and it was 
found that they replenished their lost nitrogen at 
a slow rate—only 15 per cent replacement over a 
three-week period on a diet of 120 gm. of protein 
in 2,600 calories. In the cases of osteotomies 
these patients reached their maximum negative 
nitrogen excretion on the fourth day; their total 
nitrogen imbalance lasted nine days. Their nitro- 
gen was restored rapidly by comparison—75 to 90 
per cent in three weeks. 


In the field of radiology some studies have been 
made at Harvard® which have described the nitro- 
gen metabolism changes after use of deep x-ray 
therapy. In general, it was found that a shift to- 
ward a negative nitrogen balance occurred during 
irradiation, followed by a return to a positive bal- 
ance after treatments. The negative balance tend- 
ed to be delayed about forty-eight hours after 
beginning treatment. There was a correlation 
found between the degree of nitrogen loss and the 
sensitivity of the patient’s lesion to x-ray. The 
patients with the most sensitive lesions would ex- 
crete the greatest amount of nitrogen, and there 
did not appear to be any correlation between the 
nitrogen loss and the dosage of x-ray. The basis 
for the negative nitrogen balance was the amount 
of tissue destroyed. 

The problem of nitrogen balance occupies a 
prominent phase in the medical field. Of the met- 
abolic diseases, thyrotoxicosis, Addison’s disease, 
and diabetes mellitus present a special problem 
in protein metabolism. Patients who exhibit thy- 
rotoxicosis have a greater protein need because of 
the increased metabolism. Weight loss may be 
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extreme and the muscle and liver protein may be 
greatly reduced. A high-caloric, high-protein diet 
is indicated in conjunction with specific measures 
of treatment. It is well established in untreated 
or poorly controlled diabetes, that large quantities 
of nitrogen are excreted in the urine as the result 
of increased conversion of protein to carbohy- 
drates. As a consequence of this, a large protein 
deficit may occur. Insulin will correct this, but an 
ample amount of protein is needed to correct any 
existing deficiencies. Great weight loss occurs in 
Addison’s disease. Regardless of the complexities 
involved, it is evident that “protein sparing” by 
carbohydrate and fat is defeated. 


In liver disease a positive nitrogen balance is a 
must. Cirrhosis produces liver impairment and 
interference with gastrointestinal function. The 
liver impairment is the cause of plasma protein 
imbalance because the liver is unable to synthesize 
the albumin properly. The mechanism is un- 
known, but clinically we know the difficulty in 
maintaining the serum albumin in patients with 
advanced cirrhoses. A study of five cases of cir- 
rhosis by Post and Patek™ revealed that though 
the patients were given high-protein diets, the se- 
rum albumin showed no correlated rise with the 
protein feedings. This is in direct contrast to the 
results obtained in cases of protein starvation 
without primary liver disease where the serum al- 
bumin does reflect the protein intake. This study 
on patients with liver cirrhosis showed that the 
absorption of protein was adequate (the fecal ni- 
trogen was normal) and that the retention of ni- 
trogen was definite as shown by the positive uri- 
nary nitrogen balance. The possible explanation 
for the failure of the serum albumin to increase 
is the faulty synthesis of the albumin by the dam- 
aged liver. In cases of infectious hepatitis the 
early prescribed treatment was that of a high- 
carbohydrate, high-caloric diet, the purpose being 
to restore liver glycogen and limit hepatic damage. 
All recent studies emphasize the greater value of 
protein in protecting the liver cells, especially the 
amino acids, cystine and methionine, which con- 
tain sulfur. 


Such illnesses as chronic peptic ulcer, chronic 
pancreatitis, regional enteritis, ulcerative colitis, 
chronic gastritis and gastrointestinal malignancy 
have a marked effect upon protein balance and 
they do so because of anorexia, restricted diets, 
vomiting, intestinal hypermotility with diarrhea, 
draining fistulas and excessive putrefaction. The 
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resultant negative nitrogen balance with hypoal- 
buminemia and edéma of the bowel aggravate the 
already present gastrointestinal dysfunction, pro- 
ducing a vicious cycle. Because these diseases are 
likely to be chronic and exhibit some permanent 
structural or functional change, the vital factor is 
the proper maintenance or a satisfactory daily diet 
over a long period of time. However, such meas- 
ures as repeated feedings of small quantities of 
highly nutritious food, supplemented by oral or 
parenteral amino acids and the use of blood trans- 
fusions, may be needed at times to correct acute 
deficiencies. 


The role of protein in infection is still under- 
going much investigation. As concerns the infec- 
tion itself, perhaps there occurs a failure of anti- 
body response in hypoproteinemic patients, be- 
cause we know many of the circulating antibodies 
are found in globulin fractions. With regard to 
convalescence it has been shown that patients who 
have survived the acute infection will recover 
more rapidly and completely if they have an ade- 
quate protein and caloric diet. 


We have stressed the close relationship of ni- 
trogen balance or protein metabolism to various 
surgical and medical conditions, and we have 
shown that it is necessary in the proper treatment 
of many illnesses of man. Now, how can we 
supply the necessary proteins and keep a positive 
nitrogen balance in our patients? The most effec- 
tive and satisfying way is good, properly chosen 
food by mouth. Unfortunately there is a limit 
to the amount of food a sick person can take, or 
will eat, and the problem of hyperalimentation can 
only be solved by the use of supplementary feed- 
ings. However, the use of parenteral feeding 
should be dictated by necessity and not by con- 
venience.” In the acute cases, where hypopro- 
teinemia is caused by surgical shock, burns or 
hemorrhage, the best protein replacement is plas- 
ma and whole blood; however, in chronic cases 
this is not too effective and is very expensive. 
For example, to give 100 gm. of protein by plasma 
or blood one would have to give the equivalent of 
six pints of whole blood; the hemoglobin is 
worthless as far as aiding tissue construction even 
though there is a good quantity present. For the 
chronic cases needing protein, there are the pro- 
tein hydrolysates which are mixtures of amino 
acids prepared by either acid hydrolysis (split- 
ting) or enzymatic hydrolysis. These prepara- 
tions are not as expensive as whole blood or plas- 
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ma and may be used in large quantities either par- 
enterally or orally. Complete parenteral feeding 
can be accomplished with the amino acids, glucose, 
minerals and vitamins, and can be continued for 
one or two weeks. However, this will rarely be 
necessary and the early use of oral administration 
is strongly advised. A disadvantage of the oral 
route is that most hydrolysates have an unpleas- 
ant taste, and one must search for a suitable dis- 
guising vehicle. When hydrolysates are used, one 
must not forget that it is necessary to add vita- 
mins, minerals, glucose and fatty acids to the diet 
so that the nutritional support is complete. 


In conclusion, there is in the current medical 
literature much on experimental and clinical inves- 
tigation upholding the present-day concept of pro- 
tein as the most important dietary constituent in 
health and disease. It justly deserves to be called 
the “magic of life.” The problem of nitrogen 
balance touches everyone who is confined to bed 
for some injury, operation, or illness. It even has 
become a problem for study in perfectly healthy 
individuals who were put to bed for a period of 
five days, because they, too, showed a negative 
nitrogen balance. 

For routine medical practice, checking of ni- 
trogenous equilibrium by complicated estimates of 
nitrogenous loss (urine and feces) is impractical. 
As we have implied, however, a knowledge of the 
situations where nitrogenous wastage is known 
to occur puts the clinician on his guard. It is easy 
to get laboratory estimates of blood and other tis- 
sue fluids, yet gross estimates are more informa- 
tive. We may easily chart the weight curve and 
know that the period required for protein resto- 
ration takes more and more time dependent upon 
the degree of nitrogen deprivation; and the law 
of receding returns is dictated by the circum- 
stance that the bodily machine (like a factory) 
must first build its component parts before it 
functions as a whole. Streamline mass produc- 
tion (no effort lost) is demonstrated only with 
the factory clicking in full co-operatio&—supply 
and disposal—a healthy unit. So it is with human 
economy. 
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OBSERVATIONS ON THE MANAGEMENT OF VASOMOTOR RHINITIS* 


JAMES B. McBEAN, MLD. 
Rochester, Minnesota 


OST rhinilogists would agree that vaso- 
motor rhinitis is one of the unsolved 
problems in the specialty. Many excellent articles 
on the subject have appeared in the literature of 
recent years, but the multiplicity of treatments 
suggested and the variation in results obtained 
from them lead to the conclusion that the etiology, 
pathology and physiology of this condition are 
not well understood. 
In order to limit this discussion, seasonal hay 
fever or pollen allergy will not be included in the 
term “vasomotor rhinitis.” 


Allergy and Anaphylaxis 

It is commonly recognized that scratch tests or 
intracutaneous tests do not always produce posi- 
tive results among patients who have perennial 
vasomotor rhinitis. Hansel’® said that results of 
skin tests are reliable in the presence of pollen 
allergy, but that when other types of allergy to 
inhalants or food occur, skin tests may not be of 
value. We are all familiar with the patient who 
has vasomotor rhinitis but whose particular aller- 
gen cannot be detected even after a history has 
been carefully taken and skin tests and an elimi- 
nation diet have been employed. Urbach suggested 
that in cases in which an allergen can be identi- 
fied the condition should be termed “allergic 
rhinopathy,” and that when no extrinsic allergen 
can be demonstrated the condition should be 
called “pathergic rhinopathy.” He used the word 
“rhinopathy” rather than “rhinitis” because, path- 
ologically, the condition in question is not charac- 
terized by inflammation. Williams” distinguished 
between the antigen-antibody type of allergy and 
the intrinsic or physical form of allergy. Hay 
fever is an example of the former, and nonspecific 
vasomotor rhinitis is an instance of the latter. 
Williams devised the term “syndrome of intrinsic 
allergy,” which includes vasomotor rhinitis, 
Méniére’s syndrome, myalgia and the vasodilating 
pain syndrome. He gave numerous references to 
support the theory that the allergic reaction, 
whether antigen-antibody or intrinsic, is accom- 
panied by damage to cells as histamine is released 
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into the tissue spaces. This reaction may be pro- 
duced by a specific allergen or antibody or by 
various other factors which are nonallergic in 
nature. The latter include cold, heat, changes in 
atmospheric pressure, emotional disturbances and 
endocrine dysfunctions. Other authors have sup- 
ported the view that in many cases vasomotor 
rhinitis is nonallergic in origin; among such au- 
thorities are Paterson, who wrote that vasomotor 
rhinitis is a localized manifestation, in the nasal 
mucous membrane, of generalized nervous im- 
balance, and Laub, who believed that vasomotor 
rhinitis is caused by imbalance in endocrine secre- 
tion. 


Although anaphylactic shock in the experimen- 
tal laboratory and allergy in the human being are 
not identical, there is a close similarity between 
the two reactions. Code’ has said that the forma- 
tion of a toxic chemical substance during anaphy- 
lactic shock was one of the first mechanisms sug- 
gested for the production of the symptoms of 
that reaction. He quoted Dale and Laidlaw 
(1910), who pointed out the similarity between 
the phenomenon of anaphylactic shock and the 
physiologic action of histamine. Code raised the 
question of whether histamine is present in the 
blood plasma or is held within the cells. In some 
very interesting experiments he found that in the 
blood of dogs and rabbits 74 to 89 per cent of 
the total histamine content of the blood was pres- 
ent in the leukocyte layer of centrifuged blood. 
In the same paper he reported that during anaphy- 
lactic shock in guinea pigs the total content of his- 
tamine in the blood was three to nine times the 
normal value. He also found that the usual ratio 
of histamine-to-plasma and _ histamine-to-leuko- 
cytes is reversed, meaning that during anaphy- 
lactic shock the major portion of the histamine is 
in the plasma, whereas the histamine content of 
the leukocyte almost disappears. Code empha- 
sized, however, that the release of histamine into 
the blood plasma does not account for the whole 
picture of anaphylactic shock, for example, the 
incoagulability of the blood and the fact that dogs 
sometimes die some hours after anaphylaxis has 
been induced and after the histamine content of 
the blood has returned to normal. He suggested 
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that histamine is released as a consequence of 
damage occurring within the sensitized cells, and 
that it is the damage to such cells that is the fun- 
damental etiologic factor in the allergic or ana- 
phylactic reaction. Dragstedt has raised the ques- 
tion of whether this substance is histamine or a 
“histamine-like substance.” 

Troescher-Elam, Ancona and Kerr reported 
finding a histamine-like substance in the nasal se- 
cretions of both patients who had allergic rhinitis 
and patients who had the common cold. They 
found that the amount of this substance varied 
widely in the two conditions, and also found no 
correlation between the amount of the histamine- 
like substance and the number of eosinophils in 
the secretion. 

Clinical Observations 

The diagnosis of vasomotor rhinitis can be 
made on the basis of paroxysmal attacks of sneez- 
ing, with nasal congestion and watery or mucoid 
discharge. The mucosa of the nose usually ap- 
pears pale and waterlogged, and a mucoid dis- 
charge is present. If the disease has not pro- 
gressed too far, and is in a period of remission, 
the nose may appear normal on examination. The 
presence of polyps indicates long-standing dis- 
ease. If a purulent discharge also is present, it 
indicates the presence of secondary hyperplastic 
sinusitis. 


Hansel,® in his comprehensive monograph, re- 
ferred to numerous sources regarding the signifi- 
cance of eosinophils in the nasal secretions of pa- 
tients who have nasal allergy. More recently, 
Hald, D. Miller, and A. R. Miller reported on 
the significance of cytologic examination of nasal 
smears. It seems to be a well-substantiated fact 
that eosinophilia of the nasal secretion indicates 
the presence of allergy. At the Mayo Clinic, cy- 
tologic examination of nasal smears is not carried 
out routinely, because it is believed that a diagno- 
sis can be made, in most cases, without it. 

It is worthwhile for the physician to spend 
some time in questioning the patient about the 
relationship of his nasal symptoms to environ- 
mental factors, such as animals, house dust, oc- 
cupational dusts and fumes, foods and drugs, as 
well as such nonallergic factors as cold, heat, 
changes in weather, fatigue and nervous tension. 
Because results of cutaneous tests are not always 
reliable in vasomotor rhinitis, the type of history 
mentioned in the preceding sentence frequently 
will be of more help than such tests. This is in 
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contradistinction to the situation in seasonal hay 
fever, in which results of skin tests are much 
more reliable. 

When the history indicates that the patient has 
extrinsic allergy, cutaneous tests should be carried 
out. At this point I should like to urge that the 
rhinologist himself perform cutaneous tests for 
patients whose allergic symptoms are confined to 
the nose. The great majority of these patients will 
consult a rhinologist first; he may save the pa- 
tient much time and expense if he himself will do 
the relatively few tests needed. 


Treatment 


In our experience at the clinic, desensitization 
of a patient to the usual specific allergens which 
cause perennial vasomotor rhinitis has not been 
very successful. It is rather a question of avoid- 
ance of the offending substance. Elimination of 
animal pets in the home, avoidance of certain 
foods or drugs, and possible change of occupation 
all should be considered. 

Hansel*** and Shambaugh wrote that house 
dust is a major factor in most cases of vasomotor 
rhinitis. Shambaugh said that underlying nasal 
allergy is responsible for chronicity in at least 
70 per cent of all cases of chronic sinusitis and 
90 per cent of all cases of chronic rhinitis. He 
also wrote that if pollinosis is excluded, house 
dust is a major factor in at least 90 per cent of 
all cases of chronic nasal allergy. As a corollary 
to this theory, Shambaugh and Hansel recom- 
mended desensitization with house dust in cases 
in which results of cutaneous tests are negative. 
They stressed the use of very small initial doses 
and of gradual increase in such doses, until the 
optimal symptomatic relief is obtained. At such a 
time an adequate maintenance dose is to be em- 
ployed. No definite rules for dosage can be giv- 
en, because the condition of every patient is an 
individual problem. Hansel believed that many 
therapeutic failures, when desensitization with 
house dust is employed, are caused by the fact 
that treatment was begun with too large a dose, or 
that the dose used was increased beyond the opti- 
mal point. 

There are several nonspecific measures that 
should be carried out, and these will give relief 
to many patients. Houser, in a recent article, dis- 
cussed these empiric measures; they include the 
use of dustproof covers on pillows and mattresses, 
hypo-allergic cosmetics, elimination of household 
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pets and cessation of the use of nose drops and 
inhalers. 


Williams” has said that the overuse of nose 
drops is responsible for many instances of chronic 
nasal congestion. Lake applied the term “rhinitis 
medicamentosa” to such instances. At the Mayo 
Clinic many of. our patients who have vasomotor 
rhinitis derive at least some improvement from 
cessation of all intranasal medication. Feinberg 
and Friedlaender have reported on chronic nasal 
congestion which is said to arise from the fre- 
quent use of a naphazoline nasal vasoconstrictor 
(privine hydrochloride). 

Schall held that vasoconstrictors give only tem- 
porary relief; he advised against their use. He 
said that the basic pathologic feature is edema and 
dilation of the cavernous spaces: He recommend- 
ed subepithelial electrocoagulation or destruction 
of the dilated spaces by means of the careful in- 
jection of sclerosing fluid. The agents recom- 
mended are a 5 per cent solution of sodium mor- 
rhuate or of a proprietary sclerosing agent (syl- 
nasol). 

Histamine and nicotinic acid.—The physiologic 
effects of histamine are known to be: (1) con- 
traction of smooth muscle, (2) constriction of ar- 
terioles, (3) dilatation and increased permeability 
of the capillaries, with localized edema and (4) 
increased secretion by the secretory glands. This 
subject was discussed by McLaurin, as well as by 
Williams and Code, previously referred to herein. 
Because of the similarity between the action of 
histamine and the symptoms of allergy, these au- 
thors have treated vasomotor rhinitis by small 
doses of histamine in an attempt to desensitize the 
patient. 
and reported eventual good results in the treat- 
ment of all but two of 102 patients. The two pa- 
tients experienced recurrence. Farmer and Kauf- 
man administered histamine subcutaneously to 
forty-one patients who had nasal allergy. The ini- 
tial dose they used varied from 0.01 gamma 
(1/1,000 mg.) to 0.1 gamma. The highest dose 
they used was 100 gammas. They reported good 
results in twenty-five cases, fair results in ten, 
and poor results in six. Gant, Savignac and 
Hochwald administered dilute solutions of hista- 
mine by mouth, and attempted to provide imme- 
diate relief during attacks of vasomotor rhinitis. 
They reported on thirty-three patients, three of 
whom were un-co-operative. Of the remaining 
thirty, all but two were relieved by this treatment. 


McLaurin used histamine azoprotein, 
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The dose varied from 1 drop of a 1:1,000 solu- 
tion to 25 drops of a 1:100 solution. The average 
dose was 5 to 7 drops of a 1:1,000 solution of 
histamine in a glass of water. Williams** treated 
his series of patients with twice-daily subcuta- 
neous injections of histamine. In most of his 
cases he started with 0.1 c.c. of a 1:50,000 solu- 
tion of histamine base and increased this by 0.1 
c.c. each time, until symptoms disappeared or an 
objective return to normal was noted in the nose. 
The maintenance dose varied between 0.1 c.c. of a 
1 :50,000 dilution and 0.1 c.c. of 1:1,000 dilution 
of histamine base. He found, however, that in 
most cases in which relief was obtained, the symp- 
toms recurred on cessation of treatment. He ob- 
tained good results for thirty-three patients and 
fair results for seven. For eighteen patients the 
treatment was a failure. 


Harris and Moore first suggested the use of 
nicotinic acid in the treatment of Méniére’s dis- 
ease. They felt that the association of perceptive 
deafness with vertigo suggested the presence of a 
degenerative disease, and they further noted that 
a high percentage of pellagrose patients had ver- 
tigo. They administered thiamine chloride with- 
out benefit, but when 250 mg. of nicotinic acid was 
added daily, seventeen of twenty patients were re- 
lieved of vertigo. As stated previously, Williams 
said that vasomotor rhinitis and Méniére’s disease 
are part of the intrinsic allergy syndrome. Conse- 
quently, he treated a series of patients with nico- 
tinic acid with about the same results he had ob- 
tained from histamine. 


At the Mayo Clinic nicotinic acid now is being 
administered to many patients who have vaso- 
motor rhinitis. The dose must vary to some de- 
gree to fit the requirements of each patient, but 
the average patient receives subcutaneously an ini- 
tial dose of 25 mg. of nicotinic acid (niacin), and 
this amount is increased by 25 mg. twice a day 
until 100 mg. is being administered twice daily. 
After a few days the patient is sent home to take 
100 mg. once a day subcutaneously for one to 
three months. If symptomatic relief is obtained 
and if it continues, the patient may change to the 
oral form of administration and take 100 mg. of 
nicotinic acid twice a day. So far as is known 
now, this medication can be continued indefinite- 
ly, although in many cases it is possible to reduce 
the dose to 100 mg. taken two or three times a 
week. 

It is too early for me to make any statement as 


401 





. 


to the long-range results of nicotinic acid therapy 
among my patients: I am able to say, however, 
that many of my patients who have vasomotor 
rhinitis are relieved of their symptoms over a pe- 
riod of several months. 


Benadryl.—Beta dimethylaminoethyl benzhy- 
dryl ether hydrochloride (benadryl) is a synthetic 
substance which has the property of counteracting 
many of the physiologic effects of histamine. If 
the theory that the type of allergy under consid- 
eration is due to the release of histamine is true, 
benadryl should produce symptomatic relief in 
vasomotor rhinitis. The subject was discussed 
from several points of view in a symposium on 
the drug by McElin and Horton, Koelsche, 
Prickman and Carryer, Williams** and Code.” 
Williams said that the effect of benadryl on per- 
ennial vasomotor rhinitis appeared to be superior 
to that of nicotinic acid. 

Benadryl certainly gives marked relief to many 
patients, but all rhinologists are familiar with the 
many instances in which the drug appears to be of 
no value. Sometimes the side effects—drowsiness 
or nervousness—are most annoying. This again 
raises the question as to whether the release of 
histamine is or is not the cause of the symptoms 
of allergy. In this respect I can do no better than 
to quote Code’: “In allergic reactions, histamine 
may produce a dramatic veil of symptoms, behind 
which lies the damaged cell.” 

A newer drug, pyribenzamine, appears to ex- 
ert about the same effects as benadryl. Perhaps 
the side reactions of pyribenzamine are not so no- 
ticeable among some patients as are the side ef- 
fects of benadryl. 

Comment 


I have not included a discussion of the treat- 
ment of nasal polyps and secondary hyperplastic 
sinusitis. It is sufficient to say that surgical cor- 
rection of these conditions is indicated before sat- 
isfactory results can be expected from the forms 
of therapy described herein. 


Summary and Conclusions 


The relationship of anaphylaxis and allergy has 
been discussed, together with the theory of the 
release of histamine during the reactions. The 
types of therapy based on this theory have been 
described, and their results in various investiga- 
tors’ hands have been noted. 

The syndrome of intrinsic allergy and the en- 
couraging results of nicotinic acid therapy offer a 
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field for further investigation. Many patients 
who have perennial vasomotor rhinitis can be re- 
lieved to varying degrees by nonspecific therapy, 
including elimination of dust, hyposensitization to 
house dust, electrocoagulation of the submucosa 
of the turbinates, elimination of household pets, 
and cessation of the use of nose drops. 

The newer antihistamine drugs, benadryl and 
pyribenzamine, offer relief to many patients. 

Further investigation is needed to determine 
what lies behind the damage to cells and the re- 
lease of histamine in the allergic reaction. 
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ORCHIECTOMY AND HORMONES IN PROSTATIC CARCINOMA 


PHILIP F. DONOHUE, M.D. 
Saint Paul, Minnesota 


ARCINOMA of the prostate has long been 

regarded as one of the most deadly, if not the 
most hopeless, diseases affecting the aging male. 
According to statistical studies, the condition oc- 
curs in 17 per cent of men over fifty years of age 
and in 25 per cent of men over sixty years of 
age. Unfortunately, the disease is present for a 
considerable length of time without the knowl- 
edge of its victim and may advance to an incur- 
able stage before symptoms develop which lead to 
examination and discovery. As a result of this 
insidious character, less than 2 per cent of all 
the individuals with carcinoma of the prostate 
consult a physician while the condition is still 
amenable to a cure. The remaining 98 per cent 
or more, when first seen by the physician, present 
various stages of extension of carcinoma. Before 
the introduction of treatment by castration and 
the administration of estrogen, the disease ad- 
vanced until great suffering and disability were 
experienced, and management of this stage of the 
disease was entirely a matter of relief of pain, 
with frequent resort to deep x-ray and opiates. 
With our present methods of androgen control 
treatment available, the progress of the disease 
now may be checked for periods of several 
months or years and patients with pain and phys- 
ical disability may return to states of comfort 
and physical well-being. Such startling results 
may continue for varying periods. A small num- 
ber of patients have remained well and without 
signs of the disease for more than five years, and 
there is just a possibility of complete eradication 
of the disease. However, relapse is the rule, as 
shown by follow-up studies which show the tem- 
porary nature of the good results and the recur- 
rence of pain, loss of weight and weakness, end- 
ing in death from prostatic cancer. Since its in- 
troduction five years ago, this form of therapy 
has been fully tested clinically and is now firmly 
established as a simple and effective method of 
suppressing the painful and disabling effects of 
metastatic carcinoma of the prostate. Although 
beneficial results are temporary and the disease 
is eventually reactivated, many months or even 
years may be added to life. 


Read at the annual meeting of me Minnesota State Medical 
Association, Saint Paul, May, 1946 
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Androgen control treatment is a method of 
completely disposing of the male hormone by 
castration or by neutralization through the admin- 
istration of estrogen. The method is based upon 
the investigations of Huggins who showed that 
the epithelial cells of metastatic lesions of pro- 
static carcinoma are directly influenced by andro- 
gen. Androgen is a stimulant to the growth of 
these cells, and consequently, to the spread of the 
disease. Regression of the metastatic lesions will 
result when androgen is removed by castration or 
neutralized by the administration of stilbestrol. 
Application by Huggins of either of these meth- 
ods to patients with demonstrable metastasis was 
followed by immediate subjective and objective 
improvement. 


Before any method of treatment is adopted, 
every patient with carcinoma of the prostate 
should be thoroughly examined to determine the 
extent of the malignancy. The examination 
should include x-ray survey of the bones of the 
pelvis, vertebrae, ribs, femurs, x-ray examination 
of the lungs, and determination of acid phospha- 
tase in the blood. Of particular importance is 
the examination of the prostate by rectal palpa- 
tion. Even in early cases the findings are suffi- 
ciently characteristic to be strongly suggestive. 
As the condition advances in the prostate, the 
changes become more striking and typical and 
the diagnosis correspondingly easier to make. It 
is estimated that in 60 or 75 per cent of cases, 
prostatic carcinoma begins in the posterior lobe, 
and since this part of the prostate is immediately 
adjacent to the anterior wall of the rectum, it 
would seem that a- high percentage of early in- 
volvement can be discovered by careful rectal 
palpation frequently carried out in all men over 
fifty years of age. On examination, the absence 
of the normal elasticity of the gland and the 
presence of one or more areas of induration 
strongly suggest the possibility of carcinoma, and 
when the induration is marked, there should be 
little doubt. When the indurated area is limited 
to the gland substance, and the adjacent structures 
at the periphery of the prostate are free, the 
condition may be considered localized and suit- 
able for cure by operation. In some cases moder- 
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ate degrees of induration are difficult to evaluate. 
These doubtful cases should be examined periodi- 
cally, and other possible causes such as prostatic 
calculi and prostatic inflammation excluded by 
x-ray studies and examination of prostatic secre- 
tion. The nature of the localized induration may 
remain in doubt until a specimen is obtained for 
biopsy. This procedure is to be recommended in 
doubtful cases. Perineal exposure of the poster- 
ior surface of the prostate is required, and this 
permits immediate radical removal of the entire 
gland and seminal vesicles in the event the exami- 
nation shows carcinoma. 

Eventually the malignant process spreads and 
involves the entire gland substance and capsule. 
From the prostate the growth extends upward to 
invade the seminal vesicles and the base of the 
bladder. The process may penetrate the capsule, 
spreading laterally to the pelvis and downward 
to the membranous urethra. Rectal examination 
at this stage shows the prostate transformed into 
a stony hard, irregular, immovable mass at- 
tached to the bony pelvis laterally and extending 
upward beyond the reach of the finger. Spread 
of the disease beyond the prostatic area occurs 
by way of the perineural lymphatics to the re- 
gional lymphatic glands. Later the bones are in- 
volved. The pelvis, sacrum and vertebra are 
the most frequent sites of the metastasis, but the 
process may also be found in the ribs, femurs 
or humeri. Lesions may appear in the lungs and 
in the lymphatic glands of the neck and the 
groin. Metastatic-extension to the spinal cord 
may occur with motor and sensory paralysis of 
the lower extremities. 

The purpose of treatment in carcinoma of the 
prostate differs with the stage of the disease. In 
cases in which the growth is well localized within 
the prostatic capsule, complete eradication of the 
disease is possible, and this should be the aim of 
treatment. At present, such cases are encountered 
infrequently but can be expected to be recognized 
in increasing number when more people are aware 
of the possibility that carcinoma of the prostate 
may exist in any man past fifty regardless of the 
absence of suggestive symptoms. With routine 
rectal examination in all men past fifty, more 
cases will be found suitable for radical perineal 
prostatectomy, which is the only way cancer of 
the prostate can be cured. 

When the malignant process has spread beyond 
the prostate, cure of the disease is impossible, 
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and in this event the purpose of treatment is to 
relieve or diminish suffering and to prolong life. 
Great suffering and physical disability occur 
sooner or later in almost every case and require 
androgen control treatment. The optimum mo- 
ment to begin treatment and the choice between 
estrogen and castration will depend upon the 
clinical picture and the findings on examination 
of the patient. From the experiences of others and 
that of the writer with hormonal treatment in 
advanced incurable prostatic cancer, several facts 
have emerged which are helpful in obtaining the 
greatest relief for the longest period of time. 
These observations indicate that responses to the 
oral use of estrogen (stilbestrol) and to castra- 
tion are similar and equal, although somewhat 
more rapid with castration. Relief of pain, re- 
gression of metastatic lesions, return of vigor and 
physical capacity follow either method. These 
benefits are temporary and ultimately disappear. 
Patients relapsing following good results from 
estrogens will often recover following castration. 
Relapses following castration may or may not 
improve when given estrogens. Since neither 
estrogens nor castration prevent the develop- 
ment of metastasis, both should be withheld dur- 
ing early stages of the disease. The full benefit 
of both forms of treatment for the longest periods 
possible are then available in the metastatic stage. 
Stated in another way, androgen control treat- 
ment achieves the longest possible life survival 
for the patient when used only for the relief of 
symptoms of metastatic carcinoma of the prostate 
and to check or eradicate demonstrable metastatic 
lesions. The effect of the treatment may be fol- 
lowed by frequent determination of the serum 
acid phosphatase. High readings are suggestive 
of metastatic activity, but low or normal readings 
may be of no value. 


Clinically, incurable carcinoma of the prostate 
is encountered in either one of two stages of the 
disease. In the first are the patients seeking relief 
because of urinary obstruction. They show in- 
volvement of the prostatic capsule and varying 
degrees of local extension of the malignancy but 
have no symptoms of metastasis or evidence of 
metastatic lesions on examination. These patients 
require no androgen control treatment at that 
stage but are examined at frequent intervals to 
discover the spread of the disease. This includes 
blood acid phosphatase and x-ray examinations 
of the bones. 
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In the second group are individuals with defi- 
nite symptoms of metastasis or with demonstrable 
metastatic lesions. These patients require imme- 
diate androgen control treatment. Treatment is 
begun with stilbestrol in doses up to 10 mg. daily, 
which may be reduced to 2 or 3 mg. when relief 
is established. The effect of stilbestrol is evaluated 
by periodic examination, with particular reliance 
on the x-ray findings in the bones. The return 
of pain or the increase in size or number of 
metastatic lesions is evidence of definite relapse 
from the benefits of stilbestrol, and castration 1s 
then indicated. Transurethral resection may be 
required to relieve obstruction developing in 
either group. 

The reports of three cases will illustrate some 
of the problems encountered in treatment. 


Case Reports 


Case 1—M. T., aged sixty-three, had no general or 
urinary symptoms when seen on January 14, 1943. An 
indurated area on the posterior lobe of his prostate was 
a chance finding during a search for a focus of infec- 
tion to explain his keratitis. The periphery of the gland 
and the seminal vesicles were normal. The acid phos- 
phatase was normal, and an x-ray showed no evidence 
of bone metastasis. The diagnosis was probable car- 
cinoma of the prostate. A biopsy was indicated. 

On January 20 biopsy findings showed carcinoma, 
and a radical perineal removal of the prostate and the 
seminal vesicles was done. The specimen weighed 43 
gm. and had a fairly large indurated area surrounded 
by a smooth intact capsule. The pathological report 
was adenocarcinoma of the prostate with normal semi- 
nal vesicles. 

When seen on April 22, the patient was feeling fine, 
and his acid phosphatase was normal. X-ray revealed a 
questionable metastasis in the pelvis. On September 22 
x-ray examination showed diffuse metastases throughout 
the pelvis. The patient had no symptoms, and his urinary 
control was improving. The acid phosphatase was still 
normal. Castration was performed on October 4, 1943. 
X-ray examination on January 6, 1944, showed that 
the metastases in the pelvis were unchanged. Over a 
year later, on March 7, 1945, the patient presented no 
complaints. His urinary control was satisfactory, al- 
though occasionally he had an escape of a small amount 
of urine in the late afternoon. The osteoblastic metastases 
in the pelvis were shown by x-ray to be definitely dis- 
appearing. 

An x-ray examination the following. year, on March 
13, 1946, demonstrated that complete clearing of the 
osteoblastic metastases in the pelvis had occurred. No 
signs of them were visible. Chest x-ray findings were 
also normal. On May 15, 1946, forty months after the 
diagnosis and radical perineal prostatectomy, the patient 
felt healthy and vigorous. 


This case emphasizes the importance of pe- 
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riodic rectal examination of the prostate in all 
men after the age of fifty. This sixty-three-year- — 
old man had had no complaints referrable to the 
prostate and discovery of the malignancy was 
something of an accident. Unfortunately spread 
of the disease had occurred although not demon- 
strated until nine months after prostatectomy. It 
may be assumed that the condition could have 
been discovered while in a curable stage if pe- 
riodic rectal examination had been made. Castra- 
tion was performed when metastatic lesions were 
demonstrable and the disappearance of these le- 
sions after two and a half years is striking. Even- 
tual relapse is expected. 


Case 2.—K. D., aged sixty-four, complained of sciatica 
and pain in the sacrum when seen on November 29, 
1941. He had a slight amount of urinary difficulty. 
Residual urine was found to be 75 c.c. His prostate was 
moderately enlarged and had two hard areas extending 
to the periprostatic tissue, with induration of the base 
of the bladder and the right seminal vesicle. X-ray 
examination revealed a normal pelvis. The diagnosis was 
carcinoma of the prostate extending beyond the gland. 

On April 9, 1942, the sacral and sciatic pain had in- 
creased. Stilbestrol was administered and gave relief. 
‘(On May 15 the acid phosphatase was measured at 20.7 
units, and x-ray examination showed metastases in the 
pelvis and femurs. A month later, on June 15, the pain 
had increased severely, and the patient was unable to 
walk or move his legs. On neurologic consultation a 
metastatic involvement of the lumbrosacral area of the 
spinal cord was diagnosed. X-ray examination further 
revealed metastases in the ribs and in the thoracic spine. 
Castration was performed. 


By July 29 the patient felt comfortable, and was 
able to walk alone fairly well. His clinical improvement 
was amazing, and by November 23 he had no pain 
and was able to walk satisfactorily with a cane. His 
appetite was good, and he had returned to work. Rectal 
examination showed that the prostatic hardness had dis- 
appeared. 

On January 12, 1943, six months after the castration, 
the patient complained that the pain in his right hip 
had returned two weeks earlier. It seemed to be aggra- 
vated by standing. He was confined to bed and given 
4 mg. of stilbestrol daily. He had had a moderate weight 
loss, and the lymph glands in his neck were enlarged. 
On March 30 an x-ray showed that he had developed 
a pathologic fracture of the right femur. By November 
29, 1943, he was quite cachectic and was receiving fre- 
quent opiates for pain. X-rays revealed extensive metas- 
tases to the ribs and the left shoulder.-On January 13, 
1944, twenty-six months after diagnosis, and eighteen 
months after castration, the patient died. 


In this case the disease was rapidly destruc- 
tive, and the response to androgen control treat- 
ment short or incomplete. Stilbestrol was ad- 
ministered for symptoms suggestive of metastasis 
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at a time when acid phosphatase and x-ray studies 
were normal. Stilbestrol failed to check the de- 
velopment of metastases and paralysis due to 
involvement of the spinal cord. Almost com- 
plete symptomatic recovery followed castration 
but lasted only six months and did not prevent a 
pathologic fracture. 


Androgens are found in the urine in cases 
relapsing after castration, indicating extragona- 
dal source of the male hormone. These sources 
are quiescent for variable periods, but eventually 
become activated, releasing androgens which stim- 
ulate the metastatic process. The nature of the 
activating agent is unknown. 


Case 3.—W. S., aged seventy-one, was seen on July 
12, 1942, complaining of urinary difficulty, passage of 
blood from the rectum, and lumbosacral pain. He had 
a large mass in the right groin. Rectal examination 
disclosed a large irregular mass involving the anterior 
rectal wall and the upper rectum. X-ray studies demon- 
strated a deformity of the rectum, as well as extensive 
metastases in the pelvis and vertebrae. The diagrosis 
was metastatic carcinoma of the prostate with urinary 
obstruction. A transurethral resection and castration 
were performed. ; 


On August 30 the mass in the groin was diminishing, 
the pain was less severe, and he was no longer passing 
blood from the rectum. X-ray examination on September 
14 showed that there had been an increase in the meta- 
static carcinoma in the pelvis and in the lumbar verta- 
brae. The mass in the groin had disappeared. 


On January 24, 1944, one and one-half years after 
diagnosis and castration, improvement was noted in the 
bony changes in the pelvis and vertebrae. The patient 
was seen again on May 16, when he complained of 
pain in the rectum and stated that he was having fre- 
quent bloody stools. A colostomy was _ performed, 
followed by a posterior resection of the rectum. The 
pathological diagnosis was adenocarcinoma of the rec- 
tum. The patient made a good recovery and returned to 
business. 


He was in good health when seen on May 15, 1946, 
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almost four years after castration had been performed. 
He had no pain, and his colostomy was functioning well. 

Here a large metastatic mass in a lymphatic 
gland disappeared soon after castration. Bony 
metastases at first increased but later a definite 
regression occurred. He has recovered from re- 
moval of the rectum for carcinoma, attends to 
business and lives comfortably four years after 
castration. 


Summary 


1. Androgen control treatment is not a cure 
for carcinoma of the prostate. 


2. It is, however, an effective method of sup- 
pressing the metastatic stage of the disease. 

3. Stilbestrol and castration are equally effec- 
tive. 

4. Neither stilbestrol nor castration prevents 
metastasis and should be withheld until metastasis 
has occurred. 


5. Pain, x-ray changes in the bones, and ele- 
vated serum acid phosphatase are indications for 
androgen control treatment. 

6. Return of comfort for the longest possible 
period of time is obtained when stilbestrol is used 
first and castration is withheld until the effective- 
ness of stilbestrol has diminished. 


7. A gain in life survival of eighteen months 
to two years is the average, but the period may 
be considerably longer in some cases. 


8. All men over fifty years of age should have 
rectal palpation of the prostate at least once a 
year. 


9. Suspicious areas of induration may call 
for biopsy. 

10. Radical perineal prostatectomy is indicated 
when carcinoma is found, and this is the only 
way carcinoma of the prostate can be_cured. 


‘ 





PENICILLIN 


The topical use of penicillin ointment is becoming a 
standard form of therapy in industrial clinics. All 
clinical therapeutic trials of the past several years have 
demonstraied .the effectiveness of this new antibiotic 
agent when incorporated in a suitable ointment base and 
used locally in the treatment of impetigo contagiosa, 
sycosis barbae, infectious eczematoid dermatitis, ecthy- 
ma, furunculosis, carbuncles, chronic ulcers of the ex- 
tremities, and other susceptible infections of the skin. 





tIindustrial Medicine, 15:576. (Oct.) 1946. 
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The treatment of staphylococcic and streptococcic local 
infections of the skin has produced the most dramatic 
results. It has proved to be of value in the treatment of 
secondarily infected lesions, which are superimposed 
on dermatophytosis, acne vulgaris, and contact derma- 
titis. 

Penicillin is not a cure-all for skin infections. It will 
not replace accurate diagnosis and other specific therapy, 
nor will it replace surgery and débridement. But, when 
used locally, penicillin is an ideal antiseptic.t—New 
York J. Med., Feb. 15, 1947. 
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MYCETOMA OR MADURA FOOT 


Report of Cases Including One Case of Maduromycosis of the Hand 


HENRY W. MEYERDING, M_D., and J. A. EVERT, JR., M.D. 
Rochester, Minnesota 


MYCETOMA is a chronic granulomatous 

lesion caused by a fungus infection and 
characterized by indolent inflammatory swellings 
containing multiple sinuses which may penetrate 
into the bone and discharge a substance containing 
tiny granules. The lesion is most commonly found 
in the feet, where it has been called Madura foot. 
The disease is rare in the United States, although 
it is fairly common in certain parts of the tropics. 
In a recent review of the subject, Burns, Moss 
and Brueck collected reports of thirty-five cases 
observed in the United States and Canada and re- 
ported three additional cases. More recent case 
reports have been presented by several others, in- 
cluding Wood, Clough, Gottlieb, Hatch and 
Wells, Peters, and Symmers and Sporer. It is the 
purpose of this article to present data on three 
cases of mycetoma of the foot and one case of 
mycetoma of the hand which have been observed 
at the Mayo Clinic. 


The disease is endemic among out-of-door 
workers in such hot dry tropical regions as south- 
ern India, where it was first described, Mexico 
and the southwestern part of the United States. 
The majority of the cases seen in North America 
have been found in the latter region. Among 100 
successive patients observed in India, ninety-one 
were agricultural workers. Among the thirty- 
eight patients in the United States, twenty-one 
were laborers or farmers. Physicians who have 
seen much of the disease comment on its frequen- 
cy among people who go barefoot. In the major- 
ity of cases, the patient has been able to recall 
some sort of trauma, such as a laceration or con- 
tusion of the foot, which occurred several months 
prior to the onset of symptoms. Such trauma 
probably furnished the site through which the or- 
ganism gained entrance. 


The fungi found in cases of mycetoma may be 
any of a number of different species belonging to 
the botanical orders Actinomyces or Hyphomy- 
cetes (fungi imperfecti). Lesions caused by fungi 
of the former order are called actinomycoses and 
lesions caused by fungi of the latter order are 


Dr. Meyerding is from the Section on Orthopelic Surgery, 
Mayo Clinic, and Dr. Evert is a Fellow in Surgery, Mayo Foun- 
dation, Rochester, Minnesota. 
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called maduromycoses. In this country, actinomy- 
coses are far less common in the feet than in other 
parts of the body, while maduromycoses are sel- 
dom found elsewhere than in the extremities. For 
practical purposes, the pathologic lesion of my- 
cetoma is the same regardless of the type of in- 
fectious agent.?*#5:7)8 


A mycetoma is characterized clinically by its 
chronicity, which may be measured in terms of 
years, and by its relatively painless course. The 
lesion may involve a certain region extensively but 
it seldom spreads to other parts of the body,, It 
has been described as a small subcutaneous swell- 
ing which is somewhat tender and has an indis- 
tinct base fixed to the underlying tissues. The 
swelling may be nodular or may appear to be an 
abscess or vesicle. After a variable period, from 
a few weeks to many months or even years, the 
swelling softens, breaks open and discharges a se- 
rous fluid containing small yellow, black or red 
granules which are fungus colonies and which are 
pathognomonic of the condition. The sinuses thus 
formed usually heal within a few days but from 
time to time other sinuses appear singly or in 
groups until the involved region is covered by 
them. Ultimately the swelling spreads until the 
whole part assumes a characteristic globoid ap- 
pearance which is manifest in the foot as great 
thickening and loss of the plantar concavity. The 
lesion involves the subcutaneous tissues primarily 
but it may extend into the bones in the later 
stages. On pathologic examination the lesion is 
seen to consist of a honeycomb of sinuses sur- 
rounded by dense fibrous tissue. The process 


_ rarely spreads beyond the extremity and the pa- 


tient’s general condition may remain good. In 
100 successive cases reported by Bocarro, the le- 
sions were distributed as follows: ninety-three on 
the foot, three on the hand, two on the leg and 
one each on the scapular and sacroiliac regions. 


Roentgenograms have shown no change until 
late in the course of the disease, when changes 
characteristic of the spread of a contiguous infec- 
tious process appear. The bone then shows peri- 
ostitis, moth-eaten rarefaction and, ultimately, de- 
struction with osteomyelitis and ankylosis. 
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In most of the cases which have been reported, 
the disease has progressed steadily regardless of 
treatment. While the classic therapeutic agent, 
potassium iodide, has been of little benefit, sulfon- 





Fig. 1 (a) Anteroposterior roentgenogram of the right foot 
and ankle shows extensive osteomyelitis involving the tarsal, 
metatarsal and phalangeal bones, with ankylosis. (b) Lateral 
view shows involvement of the astragalus, the os calcis, tarsus and 
metatarsus and phalanges with destructive changes and exten- 
sive ankylosis (this is a picture of long-standing osteomyelitis 
and ankylosis). (c) Scars and discoloration with thickening of 
the foot in a case of long-standing Madura foot. 


amide therapy has been followed by temporary 
improvement in two cases reported recently. Ade- 
quate amounts of the new antibiotics have not, to 
our knowledge, been employed in the treatment. 
We believe that streptomycin and penicillin may 
be of value and should be given a thorough trial 
in the early stages before extensive changes in 
the bones have occurred. In most cases surgical 
excision has been the ultimate recourse. The exci- 
sion should include a wide region of tissue about 
the diseased part, since local excision has fre- 
quently been followed by recurrence. Since the 
patient’s general health is seldom affected, there 
apparently is no urgency about surgical treatment, 
and amputation of the extremity is resorted to as 
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a rule only after years of recurring sinus forma- 
tion with marked swelling and repeated periods 
of disability. 

Report of Cases 


Case 1—A railroad car repairman, forty-four years 
of age, reported for examination at the clinic because of 
pain in the right foot of eleven years’ duration. He 
had been a resident of Iowa for many years. He stated 
that about fourteen years prior to his admission a 
weight had fallen on the dorsum of his right foot. 
Three years afterward he had noticed a pain in the 
distal portion of the right foot, followed by a swelling 
surrounded by a region of inflammation. A month later, 
swelling broke down into multiple draining sinuses which 
healed within a few days. Similar episodes recurred at 
irregular intervals several times a year. Each time the 
sequence of symptoms was the same, starting with a 
rather sudden pain followed by a swelling which lo- 
calized into multiple pustules. When the pustules opened, 
they discharged a thick yellow or red material contain- 
ing “small white lumps.” The foot became somewhat 
larger after each episode. Four months prior to the pa- 
tient’s admission, the most recent swelling had occurred 
after a blow on the foot. During the course of his ill- 
ness, he had consulted numerous physicians, had received 
various forms of treatment and had had two operations 
on the foot. He further stated that eleven years prior 
to his admission three masses of tissue had been re- 
moved from the dorsal and medial aspects of the foot. 
Nine years before admission a piece of bone had been 
removed from the dorsum, and the plantar aspect of the 
foot had been drained. Cultures had been reported neg- 
ative at that time. 


Physical examination showed the patient to be a well- 
developed and well-nourished man in no distress with 
a temperature of 982° F. The entire right foot was 
swollen, indurated and covered by multiple small scars, 
some of which contained open sinuses with “punched- 
out” openings about 1 mm. in diameter. The swelling 
extended a short distance proximal to the malleoli. The 
patient had limited flexion and extension of the ankle 
and he was unable to invert or evert the foot. There 
were palpable lymph nodes in the right inguinal region. 
One of us made a clinical diagnosis of Madura foot on 
inspection and advised cultures for mycetoma. 

The examination also disclosed the results-of urinaly- 
sis to be normal except for some pus cells; the floccula- 
tion reaction was negative; the concentration of hemo- 
globin was 14.2 gm. per 100 c.c. of blood; the sedimen- 
tation rate (Westergren) was 48 mm. per hour; roent- 
genograms of the thorax were normal. A culture of the 
discharge from the foot showed a fungus, which was 
identified as Monosporium apiospermum. The roent- 
genograms of the right foot showed “osteomyelitis” in- 
volving the tarsus, the os calcis and the proximal por- 
tions of the metatarsal bones, with destruction and anky- 
losis of the regional joints. 

The patient was not particularly disabled and was 
permitted to return to his work. He was advised to con- 
sider amputation if he should become severely inca- 
pacitated (Fig. 1, a, b and c). 
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Case 2—A man, thirty-two years of age, came for ex- 
amination because of a swelling of the right foot, which 
had been present -for ten years. The patient was a la- 
borer who lived in Indiana. Ten years prior to his ad- 
mission, while at work, he had noticed a gradual onset 
of aching pain in the dorsum of the right foot. Eight 
and a half years prior to the examination he had no- 
ticed the right ankle had become swollen, painful and 
warm, and the skin had a purplish discoloration. The 
pain and swelling partially resolved after about one 
week but thereafter the patient had similar attacks at 
irregular intervals three to five times each year. Six 
years before coming to the clinic he had had a red in- 
durated area on the dorsum of the foot which opened 
and discharged a thick yellow material for several 
weeks. Similar sinuses appeared in various parts of the 
foot thereafter. 


Examination showed the patient to be a healthy young 
man in no distress. The temperature was 98° F. The 
right foot was warm and swollen, and the skin about 
the ankle was indurated. There were numerous depressed 
pigmented scars over this area, and on the posterior as- 
pect of the ankle there were two firm red swellings. 
The remainder of the examination revealed negative re- 
sults of urinalysis and flocculation test; a concentration 
of hemoglobin of 14.4 gm. per 100 c.c. of blood and a 
leukocyte count of 7,100 per cubic millimeter of blood; 
the sedimentation rate (Westergren) 10 mm. per hour. 
The roentgenograms of the right foot and ankle did not 
reveal any significant changes. A biopsy of the lesion at 
the site of the two small abscesses on the medial aspect 
of the ankle was performed; thin yellowish gray pus 
was removed. Microscopic examination revealed granu- 
lomatous tissue containing tiny abscesses in which were 
filamentous masses of fungi. These fungi had no chlam- 
ydospores and the organism appeared to be one charac- 
teristic of a maduromycosis rather than an actinomy- 
cosis. Attempts to culture the organism were unsuc- 
cessful. 


The patient was given roentgen therapy and potassium 
iodide was prescribed. He was advised to have amputa- 
tion of the foot if the condition seriously handicapped or 
disabled him. 


Case 3—A woman from Texas, forty-eight years of 
age, reported for examination because of drainage from 
the left heel of three years’ duration. She stated that 
about three and a half years prior to her admission at 
the clinic she had had a fall from a ladder and had 
struck the ground firmly with her left heel. The heel 
had become painful and discolored following this and 
was painful whenever she walked. Six months later the 
heel had become red and swollen and her physician had 
incised the plantar surface with negative findings. Some 
weeks later a spontaneous discharge appeared and 
formed a sinus, which soon healed, but similar swellings 
and drainage appeared about the ankle at one-month to 
two-month intervals thereafter. From time to time vari- 
ous treatments, including incision, curettage, excision, 
cautery, local applications and roentgen therapy, had been 
tried without noticeable effect. The patient commented 
that the material from the sinuses occasionally contained 
masses which looked like “popcorn.” She had little pain 
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and was able to walk on the heel whenever an abscess 
was not forming. A culture which had been taken six 
months prior to her examination at the clinic was re- 
ported as showing “Madura fungus.” 


Examination showed the patient to be a well-developed 
healthy-looking person in no distress, The temperature 
was 99° F. The left heel contained three sinuses, one 
of which was exuding a thick purulent material. About 
the sinuses was an area of erosion and ulceration. The 
plantar surface of the heel was moderately tender. The 
foot was held in a position of equinus and the calf was 
slightly atrophied. The urinalysis and the flocculation 
test gave negative results. The concentration of hemo- 
globin was 11.6 gm. per 100 c.c. of blood; erythrocytes 
numbered 4,290,000 and leukocytes 5,100 per cubic milli- 
meter of blood. The sedimentation rate (Westergren) 
was 27 mm. per hour. The roentgenograms of the tho- 
rax were normal. The roentgenograms of the left foot 
showed some cortical irregularity of the os calcis and 
osteitis in the posterior inferior portion. Repeated cul- 
tures from the sinuses of the foot failed to demon- 
strate any fungi, although Staphylococcus aureus and 
Pseudomonas were found. A biopsy of the heel was 
performed. The subcutaneous tissue was found to con- 
tain several necrotic regions and proved to be involved 
in a chronic granulomatous process containing mycotic 
fungi with morphologic characteristics of Actinomyces. 
One week later the involved region of the left heel was 
widely excised. It was found to contain multiple subcu- 
taneous abscesses which extended deeply to involve the 
underlying bone. After this operation, the incision healed 
well and a split-skin graft was applied. Four weeks 
later, however, several tender areas appeared in the base 
of the incision, from which there was a purulent drain- 
age. Three weeks afterward the leg was amputated at 
the junction of the upper and middle thirds of the left 
tibia. The postoperative convalescence was uneventful 
and the patient returned home in good condition. 


Case 4.—A merchant, thirty-nine years of age, a native 
of Mexico, came to the clinic for examination because of 
a swelling on the palm of the left hand of seventeen 
years’ duration. He stated that seventeen years prior to 
consultation, at a time when he was working on a farm, 
a pimple had developed on the left palm. The lesion 
gradually enlarged without particular pain and dis- 
charged purulent material from time to time. It had 
never healed. Two operations four and three years pre- 
viously and two courses of roentgen therapy two years 
previously had not been beneficial. 


Examination showed the patient to be a well-developed 
and well-nourished man in no distress. The temperature 
was 98° F. The left hand was thicker than the right 
and there was an indurated area over the base of the 
left first metacarpal bone in which there were about ten 
small draining sinuses from which exuded purulent ma- 
terial containing granules. The urinalysis and the floc- 
culation test gave negative results. The concentration 
of hemoglobin was 16.3 gm. per 100 c.c. of blood; leu- 
kocytes numbered 8,000 per cubic millimeter of blood. 
The roentgenograms of the thorax were normal. The 
discharge from the hand was found to contain pinhead- 
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URING the last twenty-five years, a number of re- 

ports have been published of the diagnosis of 
roundworm infestation by means of the x-ray examina- 
tion. Due to the return of a great many veterans from 
tropical theaters, ascaridiasis is now appearing in the 
North Central United States, where it would hardly 
have been considered prior to the recent war. The case 


_ Fig. 1. Pgsntgunegrems following barium enema shows ascaris 
in terminal ileum. The worm produces a bandlike area of de- 
creased density of sinuous character indicated by arrows. 


herein described is reported not as something new but 
because it is felt worth while under the circumstances to 
call attention of physicians to this new problem and to 
re-emphasize the little known fact that many cases may 
be diagnosed only by means of x-ray study. 


Case Report 

R. W., a thirty-one-year-old veteran who had _ had 
service in the Southwest Pacific, reported to the Vet- 
erans Hospital in Minneapolis on September 18, 1946, 
complaining of diarrhea and occasional low abdominal 
cramps. The onset of his illness apparently dated back 

From the Departments of Roentgenology and Medicine of the 
U. S. Veterans Hospital, Minneapolis, and the Departments of 
Radiology and Physical Therapy, niversity of Minnesota. 
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INTESTINAL ASCARIS DIAGNOSED ROENTGENOGRAPHICALLY 
IN MINNESOTA 


R. S. LEIGHTON, M.D., and R. J. WEISBERG, MLD. 
Minneapolis, Minnesota 


to March, 1945, at which time he was treated for ame- 
biasis in an army hospital in the Philippines. His symp- 
toms cleared up after one month’s treatment, and he was 
well until September, 1945, when his difficulty recurred. 
He was studied in an army hospital at that time, and 
stool studies were negative for ova and parasites. He 
was discharged with a diagnosis of anxiety state and 
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Fig. 2. Photograph of worm following expulsion. 


psychoneurosis. Since that time he continuously had 
mucus but no gross blood. Occasional cramps was the 
only other symptom. 

He was studied during the summer of 1946 at the 
Minneapolis Veterans Hospital, at which time the stools 
were found to be free of ova and parasites, and a procto- 
scopic examination to 25 cm. revealed a normal colon. 
A barium enema done on July 1, 1946, revealed a nega- 
tive shadow in the terminal ileum which was reported as 
probably representing a single large ascaris (Fig. 1). An 
upper gastrointestinal x-ray study was normal. Be- 
cause of nervousness and diarrhea he was hospitalized 
on September 18, 1946, for further investigation. 

Physical examination was entirely normal except for 
some slight tenderness in the right upper quadrant of 
the abdomen. Laboratory workup, including stool ex- 
aminations, yielded nothing of note. 

Because of the positive x-ray report for ascaris and 
the lack of any other positive findings, it was decided to 
conduct a therapeutic test in spite of the absence of ova 
in the stool. After preparation with magnesium sulfate, 
one gram of hexylresorcinol was given on an empty 
stomach. Twenty-four hours later another dose of mag- 
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nesium sulfate was given, and an 8-inch male ascaris 
lumbricoides (Fig. 2) was recovered from the stool. 
Full clinical recovery occurred immediately following ex- 
pulsion of the worm. 


Discussion 

Diagnosis of ascaridiasis was first made by means of 
x-rays by Fritz in 1922. In 1925 Forsell showed definite- 
ly the value of roentgen examination in this disease and 
stated that if the infestation was by male worms, x-rays 
offered the only available means of definitive diagnosis. 
Fiessly in 1942 reported a case in which a single male 
worm was found by x-ray examination and another in 
which the diagnosis was made in a patient whose stools 
were normal. 


CASE REPORT 





Our case again demonstrates the value of the exami- 
nation in the frequent cases of single male infestation. 
It should be pointed out that whereas the worm is clear- 
ly seen on the barium enema films, it could not be made 
out when the barium was given by mouth. Several in- 
vestigators report visualization with oral barium. When 
the disease is suspected, it cannot definitely be ruled out 
by examination by either route. Only the positive find- 
ings are of real significance. 
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sized black granules which proved to be colonies of 
fungi belonging to the genus Madurella. On biopsy, the 
skin of the left thenar eminence was reported to be typi- 
cal of maduromycosis. The patient was given a course 
of roentgen therapy and potassium iodide, with tem- 
porary improvement. Three years after the examina- 
tion, the patient’s left index finger and the involved 
portion of the palm were excised elsewhere. He was 
then free of symptoms until eighteen months later when 
there was recurrence of the disease. In a letter received 
four and a half years later, the patient wrote: “I am 
reconciled to amputation.” 


Comment 


An analysis of these cases shows that two of 
the patients were inhabitants of the north central 
part of the United States who had never been to 
the tropics but whose occupations kept them out 
of doors. One patient was a native of Texas. The 
mycetoma of the hand, which is so rare a condi- 
tion as to be a curiosity, was found in a patient 
who was a native of Mexico and who had been 
doing agricultural work at the time he acquired 
the disease. Two of the patients who had lesions 
of the foot gave a definite history of antecedent 
trauma. The infectious agent was found to be 
Monosporium apiospermum (order Hyphomy- 
cetes) after study of cultures in one case. In the 
other two cases, the morphologic examination re- 
vealed an organism of the order Hyphomycetes 
once, an organism of the order Actinomyces once, 
and gave an equivocal result once. Positive iden- 
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tification of the fungi is a matter of some scientific 
interest in this rare condition, but it depends on 
difficult cultural techniques and it is not essential 
to the diagnosis of the condition. These three 
cases of Madura foot and the case of maduromy- 
cosis of the hand have been presented in order to 
call attention to an unusual suppurative condition 
characterized by a granular discharge, the course 
of which is chronic and relatively painless. 


References 


1. Bocarro, J. E.: n analysis of one hundred cases of my- 
cetoma. Lancet, a 797- 798, (Sept. 30) 1893. 


2. Boyd, M. F., and Crutchfield, E. D.: A contribution to the 
study of mycetoma in North "America. Am. J. Trop. Med., 
1:215-289, (July) 1921. 

3. Burns, E. L.; Moss, Emma S., and Brueck, J. W.: Myce- 
toma pedis in the United States and Canada; with a report 
of three cases a in Louisiana. Am, J. Clin Path., 
15:35-49, (Feb.) 1945. 

4, Chalmers, A. J., and Archibald, R. G.: A Sudanese maduro- 
mycosis. Ann. ‘Trop. Med., 10: 169- 222, ge 1916. 


5. Chalmers, A. J., and Christo nna t ee A Sudanese 
actinomycosis. Ann. Trop. Me 10:223- sae * (Sept.) 1916. 


6. Clough, F. E.: Madura foot. West. J. Surg., 53:153-156, 


(May) 1945. 

7. Dixon, J. M.: Sulfanilamide therapy Ss. protnes foot. Vir- 
ginia M: Monthly, 68:281-282, (May) 1 

8. Gellman, Moses, and Gammel, J. A.: onl foot; a third 


case of monosporosis in a native ‘American. Arch. Surg., 
26:295-307, (Feb.) 1933. 

9. Gottlieb, A.: Madura foot or mycetoma; foe of 2 
cases. West. J. Surg., 52:264-265, (June) 1944 

10. Hatch, W. E., and Wells, A. H.: Actinomycosis of the 
urinary bladder compuenting 2 case of Madura foot. 
Urol., 52: 7” 152, (Aug.) 1944 

11. Peters, J. A clinical cure of Madura foot. Am. J. 
Trop. Med., T3 363-365, (July) 1945. 

12. gm Fy Douglas, and Sporer, Andrew: Maduromycosis 

hand; with special reference to heretofore undescri 

foreign body granulomas formed around disintegrated 
dissuptupeten. Arch, Path. 37:309-318, (May) 1944. 

13. Wood, D. A.: Maduromycosis of the ankle; meee of case. 
California & West. Med., 62:119-121, (Mar.) 1945. 


411 








History of Medicine In Minnesota 








412 


NOTES ON THE HISTORY OF MEDICINE IN FILLMORE COUNTY 
PRIOR TO 1900 


By NORA H. GUTHREY 
Mayo Clinic 
Rochester, Minnesota 


(Continued from March issue) 


Don J. Lathrop was born at Aurora, New York, 1851, was educated in the 
local district schools, and at the age of nineteen years entered the Medical 
School of the University of Buffalo, New York, from which he was graduated 
in February, 1872. Millard Fillmore, later to be President of the United 
States, was at that time chancellor of the university, and from his hands Dr. 
Lathrop received his diploma. 


In the spring of 1872, just out of medical school, Dr. Lathrop settled in 
Granger, Bristol Township, Fillmore County, Minnesota, succeeding in prac- 
tice Dr. Henry Jones, who was moving to Preston. In Granger he spent the 
remainder of his life, the only resident physician and surgeon in the village. 
For a few years, beginning in 1872, Dr. Lathrop owned and operated a drug 
store, which in 1877 he sold to a Mr. Andrews. In a business directory of 
that period he was listed as physician, druggist and notary. Records suggest 
that he was an able and progressive member of his profession, for in 1880 
he was one of the eleven physicians in the county who replied to the request 
of the State Board of Health for help in compiling statistics on diphtheria in 
Fillmore County in the period from November 1, 1879, to November 1, 1880. 


On July 4, 1882, Dr. Lathrop, in firing a patriotic salute, was terribly in- 
jured and disfigured about the face by the premature discharge of the can- 
non; one eye was destroyed and he almost completely lost the sight of the 
other. In spite of his handicap he thereafter carried on his medical practice 
and, it has been said, even attempted to perform surgical operations. In a 
news item of November 18, 1886, it appeared that a few days previously 
Dr. Frank (perhaps Dr. Adam Frank, of Iowa), had “skillfully performed 
the operation necessary to insert a pair of artificial eyes which any stranger 
would not recognize as unnatural. The change in Dr. Lathrop’s looks is 
marvelous. His neighbors and friends call it wonderful and join in thanks to 
Dr. Frank, whose professional work uniformly, gives satisfaction.” 

Dr. Lathrop lived until May 2, 1888. (This date is from the records of the 
Masonic Blue Lodge, of Preston, an order which Dr. Lathrop joined on Sep- 
tember 8, 1876.) He was succeeded in practice in his community, as has been 
told, by Dr. J. Herbert Darey, newly arrived from the East. 


Dr. Leprohon, according to a business directory of 1882-1883, was in Lanes- 
boro, Fillmore County, in those years; in succeeding volumes of the same 
work his name did not appear. Reference to official medical directories of 
Minnesota disclosed that R. E. Leprohon in 1879 was graduated from the 
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Medical Department of the University of Bishops College, Canada, and that 
on July 31, 1885, two years after the passage of the Medical Practice Act of 
1883, Dr. Leprohon, then living in La Crosse, Wisconsin, was licensed to 
practice in Minnesota, and received state certificate No. 1088 (R). In 1907, 
and probably much earlier, Dr. Rodolphe E. Leprohon, a graduate of the 
Medical Department of the University of Bishops College in 1879, was living 
in Montreal, Quebec, Canada. 





Thomas Little was one of Fillmore County’s earliest physicians, inasmuch 
as he was established in the thriving little village of Elliota, Canton Town- 
ship, prior to 1858. Elliota, platted four years earlier by Captain Julius W. 
Elliott, its first settler and first postmaster and blacksmith, was an important 
mail station at the crossroads of several stage lines and the home of various 
business enterprises. 

In this hopeful place, which was to suffer disappointment of its ambitions, 
Dr. Little opened offices on Saint Paul Street and published a professional 
card which declared him to be physician and surgeon and dealer in drugs and 
medicine, paints, oils and so forth. 

After 1887 Dr. Little practiced in Minnesota under an affidavit; some time 
between 1887 and 1890 he moved from the state to Dickinson County, Iowa, 
which is just across the line from Jackson County, Minnesota. 


Andreas (Andrew) Pederson Lommen, son of Peder J. Lommen and Maria 
Arntson Lommen, was born at the farm home in Spring Grove Township, 
Houston County, on May 10, 1867. Peder Lommen, a native of Norway, 
came to America in 1851 and for two years farmed in Dane County, Wis- 
consin, before settling in Houston County. Marie Arntson came with her 
parents from Norway to Houston County in 1861. Mr. and Mrs. Lommen 
were married in that county and there spent their lives. They had four 
children, all of whom were fine citizens: Christian, Dean of the Medical De- 
partment of the University of South Dakota, in Vermillion, until his death; 
Andreas; Sarah Lommen (Mrs. Ning) Eley, of Des Plaines, Illinois; and 
Belle, a retired teacher, formerly on the faculty of the University of Iowa, of 
late years residing in San Diego, California. 


Andreas Lommen, when a young boy, was a pupil in the rural schools near 
his home and in the graded schools of the village of Spring Grove; later he 
studied for two years at Gales College, in Galesville, Illinois, from which he 
was graduated. After teaching rural school in 1890 and 1891 he entered the 
University of Minnesota, taking one year of academic work before enrolling 
in the medical school, from which he was graduated in June, 1895. Licensed 
in the same month to practice medicine in the state, he at once established 
himself in Mabel, Fillmore County, not far from his boyhood home. The 
successful practice which he built up in his two years in the community 
was a prelude to more extensive work in another section of the county. In 
1897, favorable opportunity offering in Lanesboro, he moved to that village, 
where for the next forty-five years he was an able and kindly physician, loved 
and honored, true to the ethics of his profession, and a willing and no less 
able public servant. 

A man of practical wisdom and foresight, Dr. Lommen was of value in 
many positions of responsibility. He held office as county physician and 
county health officer, was active in the county, state and national medical 
associations, and was chairman of the board of education, and for nine terms 
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was mayor of Lanesboro. He was a member of the Bethel Lutheran Church, 
the Independent Order of Odd Fellows and the Yeomen, charter member 
and medical adviser of the Sons of Norway and charter member of the 
American Legion. During World War I he was a captain in the Medical 
Corps of the United States Army, stationed at Camp Shelby, Mississippi, 
until his honorable discharge in 1918. His interests outside his professional 
and civic life lay in his home and family, his books, garden and farm. In 
his long years in Lanesboro he saw many physicians come and go. Two 
names, like his own, that are identified with the welfare of the community, 
beginning prior to 1900, are those of Dr. Johan C. Hvoslef (1839-1920), who 
settled in Lanesboro in 1876, and Dr. Frederick A. Drake (1870- ), in 
Lanesboro since 1896. 

Andreas Lommen on June 3, 1897, was married to Stella Johnson, daughter 
of Rasmus and Maria Hellickson Johnson, of Newburg, a village near Mabel. 
Dr. and Mrs. Lommen had four children, one of whom, Doris Estelle, died 
young. Of the three who were living at the time these notes were compiled, 
Robert M. Lommen, an electrical engineer, was in Milwaukee, Wisconsin; 
and Helen M. Lommen, a teacher, and Andrew Paul Lommen, an attorney, 
were in Lanesboro. After the entrance of the United States into World 
War II, Andrew Paul Lommen became a lieutenant in the administrative 
branch of the United States Air Corps, stationed at Tampa, Florida. A 
grandson of Dr. Lommen is Paul Warren Lommen. 

In gradually failing health for more than a year before his death, Dr. 
Lommen spent the last few weeks of his life at the Veterans Hospital at 
Wood, Wisconsin, where he died on September 16, 1942, at the age of 
seventy-five years. The cause of death was stated as cerebral thrombosis with 
contributory heart disease, coronary arteriosclerosis with myocardial damage 
and insufficiency. Burial was in Lanesboro. 


T. E. Loop was one of the earliest physicians in Fillmore County, estab- 
lished there perhaps in the middle or late fifties. Search has added nothing 
to the solitary known fact that he was one of the founders and the first 
secretary of the Fillmore County Medical Society, which was organized in 
the office of Dr. Lafayette Redmon, at Preston, on October 17, 1866. That 
Dr. Loop, then of Spring Valley, was one of this choice group of six phy- 
sicians drawn from various parts of the county, is presumptive evidence of 
his ability, intelligence and co-operative spirit. 


George Allen Loye was born on March 3, 1850, at Woodstock, McHenry 
County, Illinois, the son of Robert Love and Agnes Dixon Love, both of 
whom were natives of Glasgow, Scotland. Shortly after their marriage Mr. 
and Mrs. Robert Love, intent on a home in the Middle West of America, 
came over from Scotland in a sailing vessel.. They first settled in Illinois, 
later for several years were in and near Manchester, Iowa, and finally moved 
to Minnesota, in June, 1856, to take a homestead in York Township, Fillmore 
County. George was then six years old. The other children, all sons, were 
William, Robert, John and Andrew. In later years William and Robert 
managed the-home farm, John became a druggist, and Andrew a teacher 
and manager of a teachers’ agency in Fargo, North Dakota. 

George Love began his formal education at Liberty School in York ‘Town- 
ship and in 1867, then seventeen years old, he entered the public schools of 
Preston, to study for three years. Beginning in 1870, he studied medicine for 
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more than a year in the office of Dr. John A. Ross, of Preston, preparatory 
to entering the Bennett Eclectic College of Medicine and Surgery, in Chi- 
cago. After his graduation late in 1874 with the degree of doctor of medicine, 
he practiced his profession for a few months in the village of Whalen and 
then for two years was in partnership with Dr. Ross in Preston. Their pro- 
fessional card, which appeared in the Fillmore County Republican for January 
8, 1875, set forth that Ross and Love, physicians and surgeons, had their 
office on Main Street, just in rear of the post office, that the office was open 
day and night and that all calls were promptly attended to. 

In 1876 Dr. Love began the independent practice that was to continue for 
fifty-four years. On December 31, 1883, under the new law on medical prac- 
tice, he received state certificate No. 669 (E). At this period his office was 
“three doors south of Tibbetts’ Drug store, upstairs.” He worked alone 
until 1912, when he was joined by his son, Dr. George R. Love, in a partner- 
ship which was to last eighteen years. In the fifty-six years of his professional 
career many medical practitioners came and went in the village and the com- 
munity. Among the best known who were in Preston prior to 1900 were John 
A. Ross, Henry Jones, Lyman Viall, Charles H. Jacobson and James H. 
Phillips. 

George Allen Love was the typical country doctor in the highest tradition, 
medical practitioner, counsellor, friend, and to all relationships he brought 
manners that were not only courteous but almost Chesterfeldian, an old 
acquaintance has recalled. He never refused a call, gave time, skill and 
knowledge without thought of financial remuneration, and in addition fre- 
quently gave financial aid to the needy. It is remembered that he often said, 
“It’s not so easy for a man to die,” and that when death was near in a home 
in which he was physician, he stayed by to be of aid and comfort to the dy- 
ing and to the family. 

In the early years of scattered communities and few telephones it was 
common for Dr. Love to be away several days at a time on visits to the 
sick, for when he reached the home to which he had primarily been called, he 
would find waiting a neighbor of the patient to summon him to another home 
miles distant, and so it would continue. Roads of course were poor or non- 
existent, and travel in wet weather, through deep clay mud and across open 
streams, sometimes bridged with structures of uncertain strength, offered 
many hazards. During the time of spring freshets it was not unusual for 
both horses and passenger to be obliged to swim to shore; in the winter 
Dr. Love, like others, often had to extricate his horses from snowdrifts on 
the roads, shoveling them free and unhitching and leading them out one at a 
time. When epidemics of pneumonia, scarlet fever, whooping cough and 
measles, seasonal in the spring, kept the physician almost constantly on the 
road, the horses suffered; Dr. Love enjoyed and valued fine roadsters and, 
until the automobile came into use, kept four or five in his stables, so that 
no one of them should be overworked. 

Ethical and loyal to his profession, Dr. Love was no less progressive, keep- 
ing in touch with medical advance by periods of study at Rush Medical Col- 
lege, by reading the medical literature and by active membership in medical 
associations. He is said to have been an early member of the Fillmore Coun- 
ty Eclectic Medical Society, which was organized in 1869, the year before 
he began his medical study with Dr. Ross, and which functioned until 1876. 
He was elected to membership in the Fillmore (later Fillmore-Houston) 
County Medical Society, the Southern Minnesota Medical Association, the 
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Minnesota State Medical Association and the American Medical Association. 
A general practitioner, he was physician and surgeon and druggist, com- 
pounding his own medicines. For more than twenty years, well;into the 
1900’s, he was active in public health work, aiding the State Board of Health 
and serving on local county and village boards as chairman or as member. 
In 1886 he was a member, with Dr. J. H. Phillips and Dr. C. H. Robbins, of 
the newly created medical examining board of the Bureau of Pensions in the 
county. When the “black diphtheria” broke out, he guarded the community 

. carefully, and to avoid exposing his family to the disease he took living 
quarters away from his home. In one of his reports to the State Board of 
Health, in 1886, he stated that the May inspection was preceded by a notice 
in the newspaper and that “inspection found the town 40 per cent cleaner 
than last year... . : A few matters needing attention were promptly attended 
to... . Conditions of county house and jail unsatisfactory. Notice to county 
commissioners to attend to same.” During World War I Dr. Love was 
medical examiner for the local draft board. 

Not a politician, he nevertheless took a keen interest in politics, local, state 
and federal, and although he inclined strongly toward the Democratic Party, 
he supported the candidate whom he considered best qualified for office, re- 
gardless of affiliation. For several years county chairman of the party, he 
was instrumental in bringing William Jennings Bryan to Preston during a 
presidential campaign, to the astonishment of incredulous Preston folk who 
believed that the great orator would not spend time on a village. 

Dr. Love was a member of the Methodist Church of Preston and served as 
trustee on the church board. Of strong fraternal interest, he was a Mason 
( a member since December 6, 1876, of the Preston Blue Lodge, A. F. and 
A. M.; the Preston chapter of Royal Arch Masons; the Malta Commandery, 
Knights Templar; and the Minneapolis Consistory No. 2, Scottish Rite); a 
member of the Independent Order of Odd Fellows, and of the Modern Wood- 
men of America. His library, which was a fine one, was built up chiefly of 
volumes on medicine, history, travel and biography. 


George Allen Love was married on March 5, 1877, to Mary Jane Kingston, 
who was born at Lenora, Amherst Township, Fillmore County, the daughter 
of the resident minister, The Reverend William Kingston. Dr. and Mrs. Love 
had eight children: Claudine died at the age of sixteen from typhoid fever. 
Bessie became a school teacher who, in the early nineteen-forties, was in 
Eugene, Oregon. George E. Love, who was graduated from the Medical 
School of the University of Minnesota, from 1912 was in partnership with 
his father until the death of the older man in 1930; Dr. G. R. Love died in 
1941. Frederick Andrew Love, also a graduate of the Medical School of the 
University of Minnesota, became a practicing physician in Carlos, Minne- 
sota. William was graduated from the Dental School of Northwestern Uni- 
versity, Chicago, and practiced dentistry for six years in Preston; during 
World War I he entered the army, was shellshocked in service and because 
of the resulting disability has since been a patient in the Veterans Hospital 
at St. Cloud, Minnesota. Elwyn, also a dentist, a graduate of the Dental 
College of the University of Minnesota, followed his profession for seven- 
teen years; he subsequently gave up dentistry and became a clerk in the 
post office at Preston. Helen became a school teacher, employed in the 
schools of Preston. Maclaren, like his brother William, was graduated from 
the Dental School of Northwestern University and has. practiced dentistry in 
Preston. 
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On December 4, 1930, in Preston, Dr. George Allen Love died from a 
stroke. It is high tribute that his children remember him as a friend and 
boon companion. No name in the community is recalled with greater respect 
and honor than his, for his worth as a citizen, his ability as a physician and 
his kindly, unselfish and unstinted service to the sick. 


That Adolph Mac, a medical practitioner, had his office on Grove Street, 
Rushford, in the late sixties is a matter of record, in Mervin’s Business Di- 
rectory for 1869-1870, but other than this brief item information about him 
is lacking. 


Alexander MacDonald, although not a practicing physician in Fillmore 
County until 1901, when he settled permanently in the community of Chat- 
field, had been in Minnesota, in Austin, Mower County, and subsequently in 
Ortonville, Big Stone County, since 1883. Biographical data fortunately have 
been available and are included here in supplement any accounts of Dr. 
MacDonald’s early professional career in the state that may appear in the 
narratives from other counties. 

Alexander MacDonald was born at Perth, Lanark County, Ontario, Canada, 
on November 6, 1856, the son of Joseph MacDonald and Margaret Mac- 
Pherson MacDonald. The parents were natives of Scotland; the father, a 
farmer, blacksmith and bailiff, was born at Perth, the mother near Sterling. 
Mr. and Mrs. MacDonald had five children: Jessie (Mrs. Webster), Henry, 
Margaret, Joseph and Alexander. One of the maternal uncles of these chil- 
dren, the owner of large lumber interests, lived in Ottawa. Their paternal 
grandfather, a member of a military band, was present at the bombardment of 
Copenhagen by the British in 1807, and in the War of 1812 he served with 
the British, it is believed, and after the war remained in America, settling 
on a tract of government land near Ottawa, Canada. 


In Canadian schools and colleges Alexander MacDonald received his 
formal education, his preliminary and academic training in the grade schools 
of Paisley, Bruce County, Ontario, and at the Galt Collegiate Institute, at 
Galt, from which he was graduated in 1877. At Galt the head master was 
Dr. Tassie, M.A., so well known as a strict disciplinarian that many boys 
from a distance, even from the United States, were sent to him; cricket and 
La Crosse were the two games that he considered respectable; baseball and 
football were “Yankee” and taboo. In the spring of 1877 Alexander Mac- 
Donald went to Toronto to take the examination (which he passed) for ma- 
triculation in the Medical School of McGill University, at Montreal. During 
the summers of 1877, 1878, and 1879 he studied medicine under Dr. Peter 
Maclaren (McGill, 1861) at Paisley, and in 1883 he was graduated from Mc- 
Gill University with the degrees of M.D. and C.M. (Master of Chirurgery). 
Near the close of his medical course Dr. MacDonald for several months 
gained valuable experience and credit by substituting in the Montreal Gen- 
eral Hospital for an intern who had been taken ill. At McGill he came under 
the teaching and influence of Dr. William Osler, then a professor of physi- 
ology: “The greatest pathologist and diagnostician the world over and still 
the greatest. Dr. Osler had a magnetic presence and was adored by the whole 
student body. Under his training I was enabled to have the credit, the honor, 
of passing the best bedside examination of the year 1883.” 

In the year of his graduation Dr. MacDonald came to the Middle West 
and began the practice of medicine in Austin, Mower County. He was then 
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a member of the Medico-Chirurgical Society of Montreal. In that year he 
served as president of the board of pension examiners of Austin. On January 
23, 1884, under the Medical Practice Act of 1883, he was licensed in Minne- 
sota, receiving certificate No. 767; in 1887 he received licenses to practice 
medicine in Wisconsin and Iowa. In Austin, where by 1885 he had gained a 
widespread practice, he established a dispensary for the more efficient treat- 
ment of his patients. In 1888, in the interest of science, he volunteered to 
serve the United States Public Health Department in fighting yellow fever 
but because he was not immune to the disease his offer was not accepted. 
From 1897 to 1901 Dr. MacDonald practiced medicine in Ortonville, Minne- 
sota, and it was there that he suffered the loss by fire of valuable and irre- 
placeable records, books, and clinical magazines, as well as his fine surgical 
instruments and electrical equipment. In Ortonville he served as secretary 
of the board of examiners of Civil War pensioners. 


On September 30, 1890, Alexander MacDonald was married to Margaret 
Anna Forster, a school teacher in the community of Chatfield, who was born 
on January 8, 1861, of English parents, on a farm in Orion Township, Olm- 
sted County, near Chatfield. Dr. and Mrs. MacDonald had one son, an only 
child, William Joseph Alexander MacDonald, born in 1893, whose life was a 
credit to his home and his country. Student and athlete, he was a graduate 
from the Law School of the University of Washington, at Seattle; in 1917 
he was captain of the university track team and competed in the mile and 
the two mile runs. In World War I he entered the army and soon became a 
first lieutenant in the Rainbow Division; when he was at corps school in 
France, he received highest standing in tactics and was recommended for a 
majority. On the morning of October 14, 1918, Lieutenant MacDonald was 
killed in action in the Argonne. He was awarded the Distinguished Service 
Cross; and MacDonald Field, of the University of Washington, was named 
for him “for all time.” 


During World War I Dr. MacDonald offered his services to the army but 
because he was past the age limit his offer was refused. He is a Presby- 
terian and a member of the Independent Order of Odd Fellows, and has 
served as a medical examiner for the Modern Woodmen of America. He has 
said of himself that as a business man he was a “poor collector;” his sym- 
pathies were always with the tellers of hard luck stories. 


During the years of his active and heavy practice, although Dr. MacDonald 
did not identify himself with medical associations, he kept abreast of medical 
advance by study and by reading the medical literature, a habit which he 
continues. He has had especial interest and pleasure in the reading of his- 
tory, the classics and the works of Dickens, Thackeray and Scott and, well 
versed in French, for many years he read a daily French newspaper. One of 
his hobbies, which developed during his recuperation after an illness, has 
been searching locally for ginseng. 


For many years after he settled in Chatfield, in 1901, a promising location 
and near Mrs. MacDonald’s relatives, he maintained his office in his home. 
Of late years, because of ill health, he has not followed his profession and 
has lived in retirement in a comfortable home in the country near Chat- 
field. Mrs. MacDonald died suddenly at home from a stroke on August 29, 
1943. She was survived by her husband and by one sister, Mrs. H. P. Foote, 
of Saint Paul.. 


(To be continued in the May issue) 
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MEDICAL BENEVOLENCE 


The yearning of nearly every human being to care for something other than himself is 
one of the most praiseworthy traits of man. Strangely, this characteristic is found not only 
among the good and virtuous but it has been manifest in many who were evil or even de- 
praved. In a free society, then, these may be taken as universal principles: that sympathy is 
excited by suffering; that cruelty is counteracted by benevolence; that new evils are met by 
new remedies; and that the injustice of some provokes the charity of others. 


Thus it is that, even at a time when the energies of all members of our association are so 
greatly needed in the attempt to care for the sick, and despite the confusing and obstructive or- 
ganizational tasks which demand our attention nearly every day, the better side of our nature 
asserts itself and we find time to reflect concerning the condition of colleagues who are less 
fortunate than we with respect to possession of this world’s goods. We realize that some 
members of our profession have reached the age of retirement practically destitute. We know 
that some younger practitioners who have been incapacitated by early illness have found 
themselves and their wives and children without means of support. We are familiar with the 
sad plight of some widows of physicians. Our awareness of these calamitous situations, I 
believe, will impel us to try to mitigate them. 


Already, physicians of Illinois, of Pennsylvania and probably of other states have come to 
grips with this problem. Several years ago the House of Delegates of one state medical 
association created a Committee on Medical Benevolence. Among other duties, this com- 
mittee searches for members of the medical profession who are in poor health and who need 
financial assistance. Also, the committee is instructed to search for widows of former mem- 
bers of the society or their dependent children who need aid. The committee decides as to 
the eligibility of prospects who are discovered and as to the amount of money which is to 
be provided. The records are subject to annual audit but names of beneficiaries do not appear 
on the auditor’s report and no one other than members of the committee and the auditor 
knows who the beneficiaries are. 


One of the programs just described was begun with an appropriation of $5,000 from the 
treasury of the state medical association. Since then other appropriations have been added. 
At one time a drive was made among the members of the association for money to augment 
the permanent fund. The response to this request was unbelievably gratifying. There are 
other sources of funds. For example, a number of elderly patients of members of the as- 
sociation have added codicils to their wills by which they have left money to the fund. Other 
philanthropic individuals also have made contributions. 


Interesting problems have developed as a result of such efforts. For instance, the widow 
of a prominent surgeon found herself almost destitute after all expenses had been paid fol- 
lowing the sudden death of her husband. Her name was added to the list of beneficiaries of 
the state medical association. In another case, a young physician, with two children, con- 
tracted tuberculosis. He was confined to a sanatorium for eight months. All his expenses 
were met by the medical benevolence fund. The beneficiary’s name was never divulged. An 
aged physician, after his retirement, had set up a new residence in Florida but had failed to 
leave his new address with his state association. Nevertheless, he was discovered in his new 
home when, after ten years there, he became ill and needed assistance. His problems were 
solved by the contributions from the fund and his economic safety was assured until his 
death. Many stories of this kind could be related. 


The development of a medical benevolence project in our state organization, and perhaps 
also in the American Medical Association, is something I would like to witness and in which 
I would like to participate. To care for our own quietly, seems particularly appropriate in 
an essentially humanitarian organization such as ours; especially so when we consider that of 
a number of those who will need our care it can be said: “These were honored in’ their 
generations, and were the glory of their times.”* 


Fis 0 Basis 


President, Minnesota State Medical Association 





> 


*Ecclesiasticus XLIV, 7. 











Aprit, 1947 


























5 Editorial ‘ 


Cart B. Draxe, M.D., Editor; Grorce Eart, M.D., Henry L. Utricu, M.D., Associate Editors 





MINNESOTA CANCER SOCIETY 


HE Minnesota Cancer Society, along with the 

American Cancer Society, of which it is a 
component part, has shown a phenomenal increase 
in membership and activity in recent years. The 
American Cancer Society, originally known as the 
American Society for the Control of Cancer, 
languished for a number of years, until business- 
men began to lend their services, and the Wom- 
en’s Field Army was organized to participate in 
the raising of funds. In 1940 the national fund- 
raising campaign netted about $400,000; this year 
it is anticipated that the amount raised will reach 
$16,000,000. In Minnesota alone, over $228,000 
was contributed last year by more than 43,000 
individuals and 4,000 corporations. Forty per 
cent of Minnesota’s yearly contribution, ear- 
marked for research, goes to the national organi- 
zation and is apportioned to various university 
medical schools. 

The objectives of the American Cancer So- 
ciety are (1) research into the causes of cancer, 
(2) education of the public and the medical pro- 
fession, and (3) provision of medical care for 
needy cancer sufferers with emphasis on these 
activities being placed in the order mentioned. 

For a number, of years another organization, 
the National Cancer Foundation, incorporated 
originally as the National Foundation for the 
Care of Advanced Cancer Patients, has been rais- 
ing funds on a national basis for the care of 
incurables. This organization has apparently felt 
that more emphasis should be placed on this ob- 
jective. It is unfortunate that this organization, 
with a most worthy objective, should have 
changed its name to the National Cancer Founda- 
tion, a name so similar to the American Cancer 
Society as to confuse the public. The designation 
of March each year for a Foundation fund-rais- 
ing campaign, just preceding the April campaign 
of the American Cancer Society, is still further 
confusing to the public. One national cancer or- 
ganization should be sufficient. It might be noted 
that the National Cancer Foundation has not 
received the approval of the Minnesota Com- 
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munity Research Council, a state-wide commit- 
tee established since the war to provide reliable 
information on organizations soliciting funds. 


After due deliberation, the Executive Com- 
mittee of the Minnesota Cancer Society decided 
that the greatest need at present in the cancer 
problem in Minnesota is the provision of suitable 
quarters for research at the University. Minne- 
sota was one of the first universities to estab- 
lish a cancer research department, but at present 
it has a crying need for expanded facilities. The 
society therefore presented a check for $75,000 
for this purpose to Dr. H. S. Diehl, dean of medi- 
cal sciences of the University Medical School, 
at its annual meeting on March 8, 1947. Dr. Diehl, 
in accepting the gift for the University, indicated 
that the donation would doubtless be used to help 
defray the cost of providing suitable quarters for 
cancer research in the new Mayo Memorial build- 
ing. 

Someday the cause of cancer will be found. 
At present, $5,000,000 ($1,500,000 appropriated 
by the Federal government and $3,500,000 by the 
American Cancer Society) are devoted to cancer 
research. When we consider the governmental 
appropriations for research in various other lines 
—two billions in the development of the atomic 
bomb, for instance—the amount devoted to can- 
cer research does not seem adequate for a dis- 
ease which during the war period caused twice 
as many deaths in our country as the war itself. 
We do not necessarily advocate increased Federal 
subsidies for cancer research. Increased contribu- 
tions to the American Cancer Society should pro- 
vide sufficient funds to carry on the needed re- 
search, with the assurance that the ultimate goal 
will someday be reached. 





FADING INK 
HE use of ink which does not fade and which 
is photogenic—that is, which is reproduced 
clearly in photostatic copies for all records where 
permanency is essential—is not a new subject. 
Insurance companies and departments of vital 
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statistics have insisted for years on the use of 
black or blue-black ink in the filling out of applica- 
tion blanks or certificates. Such records are of a 
permanent nature and are photographed, in the 
case of birth and death records, sometimes years 
later. 

The popularity of so-called ball-point pens 
equipped with long-lasting cartridges has brought 
to the fore the subject of the use of non-fading 
ink, which produces a smooth dark line, for im- 
portant documents. Ball-point pens are manu- 
factured by a number of firms. The inks in sev- 
eral brands of these pens were tested about a 
year ago by the National Bureau of Standards, 
and all were found to fade quickly. Some manu- 
facturers have been attempting to improve the ink 
used in these pens by adding compounds which 
are known to be light resistant. Tests have shown 
that writings made with these modified products 
have been found to leave a readable residue after 
exposure to a period of radiation equivalent to 
100 hours of June sunlight. However, these im- 
proved inks are by no means in all pens. 

The use of non-fading ink for physicians’ 
records is of considerable importance. It was 
considered of sufficient importance by one clinic 
in Minnesota to justify the manufacture of its 
own ink for the past twenty years and the in- 
sistence on its use by all members of the group. 

At the request of the Division of Vital Statis- 
tics of the Minnesota State Department of Health, 
the attention of the profession is called to the 
obvious importance of the use of non-fading, black 
or blue-black ink in filling out birth and death 
certificates. 


TUBERCULOSIS SURVEYS IN MINNESOTA 

N mass surveys for cases of hidden tuberculo- 

sis, the use of the 70 millimeter photofluoro- 
graphic unit affords a distinct advantage over 
the usual method of Mantoux testing followed 
by examination of positive reactors on a 14 by 
17-inch x-ray film. While the initial cost of a 
photofluorographic outfit is considerable, the over- 
all cost in mass surveys is said to amount to about 
35 cents per individual. 

The detection of pulmonary tuberculosis by 
means of the 70 millimeter film has proved suffi- 
ciently accurate to warrant its use. Some prac- 
tice is required to determine which individuals 
require a retake on a large film. Those individ- 
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uals who show the usual involvement character- 
istic of pulmonary tuberculosis are referred to 
their family physician for determination of the 
presence of an active lung lesion. Although 
the x-ray is only a record of shadows, it is ad- 
mittedly the most valuable single diagnostic aid 
in pulmonary tuberculosis. The referring of the 
individual back to his family physician places the 
responsibility of determining the need for treat- 
ment directly in his hands. It is to be hoped that 
the physicians of the state, cognizant of the im- 
portance of x-ray findings, will co-operate in 
every way in the mass surveys being made and 
about to be made. 

The Ramsey County Public Health Associa- 
tion has purchased a 70 millimeter x-ray unit 
and, in co-operation with the Saint Paul Health 
Department, has examined several thousand indi- 
viduals in the health department quarters of the 
Court House. Each roll of film provides for 350 
exposures, and the ease with which this number 
of pictures can be taken in a day is impressive. 

In April this unit will make a survey in North 
Saint Paul and then return to another section 
of Saint Paul. 

In May a unit provided by the United States 
Public Health Service, in co-operation with the 
Hennepin County Tuberculosis Association and 
the Minneapolis Health Department, will attempt 
to x-ray the entire population of Minneapolis. 
This is the first time the attempt will have been 
made to cover a large city. Success will depend 
on the co-operation of all its citizens. It is a fore- 
gone conclusion that a certain number of unrec- 
ognized cases of pulmonary tuberculosis, as well 
as some instances of other abnormal chest condi- 
tions, will be unearthed. If the Minneapolis sur- 
vey runs smoothly, doubtless the procedure will 
be carried out in other large cities. 

One word of warning should perhaps be offered 
to the profession. Many cases of healed pul- 
monary tuberculosis will be revealed. These indi- 
viduals should be accurately classified and not 
subjected to active treatment. 

The 16,000,000 hospital admissions and the 
undetermined additional millions of people seen 
in outpatient departments yearly provide a fertile 
field for x-ray detection of tuberculosis. A few 
hospitals x-ray each patient admitted, as well as 
all hospital employes. The incidence of tubercu- 
losis in this group is naturally high, and its detec- 
tion is beneficial not only to the affected patient 
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but as a protection to other patients and hospital 


personnel. According to Tuberculosis Abstracts 
for April, 1947, the United States Public Health 
Service is about to approve funds for the place- 
ment of several hundred photofluorographic units 
in hospitals unable to provide them for themselves. 


INTRAVENOUS ETHER—AN AID TO 
COLLATERAL CIRCULATION 


N his discussion of Dr. Joseph Borg’s thesis 

on “Peripheral Arterial Embolism,” presented 
before the Minnesota Academy of Medicine and 
appearing in this issue of MINNESOTA MEDICINE, 
Dr. Moses Barron described his experience in the 
use of ether intravenously in a patient suffering 
from arterial embolism—a procedure called to his 
attention in Toronto. 


Our attention has been drawn to an article by 
Katz} in which he described the development of 
his present technique in the use of ether intra- 
venously in the treatment of ischemia of the ex- 
tremities due to diabetic and senile arteriosclerosis, 
Buerger’s disease and Raynaud’s disease. Using 
himself as a guinea pig, Katz promptly found 
that intramuscular injections of ether alone or in 
peanut oil were very painful. The addition of 
benzocaine made the injections less painful but, 
even with the addition of penicillin, six of thirty- 
four patients so treated developed deep ulcers. 
The result, however, of intramuscular injection 
of this mixture of ether, peanut oil, benzocaine 
and penicillin, proved the marked beneficial effect 
of ether in these patients and led him to try the 
administration of ether intravenously. The safe- 
ty of this method had long ago been established 
in producing anesthesia. He began with 10 c.c. 
of ether in 90 c.c. of either normal saline, 1/6 
molar lactate solution, or 5 per cent dextrose in 
distilled water, given very slowly. A stinging 
sensation and the production of thrombosed veins 
at the site of the injection soon led him to dilute 
the solution to 10 c.c. of ether in 190 c.c. of 
diluent. In his last twenty-two patients he di- 
luted the ether still further, giving 25 c.c. in 1,000 
c.c. of diluent daily. 


In his reported series of sixty-six cases treated 
intravenously, good results were obtained in fifty- 





+Katz, Robert A.: Impending ischemic gangrene; new non- 
surgical therapeutic suggestions. New Orleans M. & S. J., 98:543, 
(June) 1946. 
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eight. Relief of pain and improvement in circu- 
lation were outstanding. No deleterious side ef- 
fects on the blood, kidneys or other tissues were 
noted. 


How the beneficial effect of ether is produced 
in these patients suffering from Idcal ischemia 
from one cause or another, is not known. Pre- 
sumably the ether increases the collateral circu- 
lation in the affected limb. The inefficacy of 
remedies so far proposed for the alleviating of 
the suffering of these unfortunate individuals 
makes the trial of an apparently effective remedy 
well worth while. 





BRONCHIAL ASTHMA 
(Continued from Page 393) 


a special problem, and predisposing causes for the 
development of overt asthma should be controlled. 
If this is done wisely, there need be no inferior 
complex. 


In conclusion, let us all recognize the handi- 
caps and hazards which all potentially allergic 
individuals must encounter and not permit them 
to become asthmatic. Let us study each individual 
asthmatic with the intention of keeping his 
threshhold of immunity to allergins high so that 
his occasional paroxysms may not become fre- 
quent or chronic, and so no one may reach the 
status asthmaticus or suffer from often long- 
delayed, serious pathological consequences of the 
malady. 
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REPORT OF THE HOUSE OF DELEGATES—AMERICAN MEDICAL 


ASSOCIATION 
December 9-11, 1946 


There are several features about the December meet- 
ing of the House of Delegates of enough importance to 
warrant reporting to the members of the Minnesota 
State Medidal Association. 

First, is the question of the Rich report. A year ago, 
the Board of Trustees of the American Medical As- 
sociation recommended that there be a complete survey 
made of the workings of the Association. They em- 
ployed a firm called the Rich Associates to make a 
thorough examination into American Medical Associa- 
tion affairs. As a result of this investigation, the or- 
ganization of the Association is now divided up into 
different divisions. 

One is the editorial division, which is under the super- 
vision of Dr. Morris Fishbein, who is editor of The 
Journal of the American Medical Association and Hy- 
geia and has charge of all other publications of the As- 
sociation. , 

Another division is devoted to public relations, which 
is to be under the guidance and direction of the Gen- 
eral Manager of the Association. The duty of this 
division will be exactly what its title implies—Public 
Relations. The department has now been set up and is 
in operation; already it is showing good results. 

A third division is concerned with medical economics. 
Much attention has centered lately on legislation for 
compulsory health insurance, regimentation of medicine, 
et cetera, which has béen recently introduced not only 
in the national Congress but in state legislatures as 
well. To study matters of this kind is the purpose of 
the medical economic division. Posts in this division 
have all been filled by competent men chosen by the 
Trustees of the American Medical Association. 

Generally speaking, there were many more matters, 
of no particular consequence, that needed to be checked 
and which could be corrected. Most of these suggestions 
for improving the Association’s internal workings were 
accepted with good grace by the Delegates. 

The entire Rich report, with one exception, was very 
instructive and for the good of the AMA. The one 
exception was the question of the alliance between the 
American Medical Association and the National Physi- 
cians Association. This report was not favorable. How- 
ever, further questioning of Mr. Rich revealed that this 
was not based on a thorough enough investigation of 
the National Physicians Association. Mr. Rich promises 
to continue the investigation until June, at which time 
he plans to bring in a much more exhaustive report. 
The House of Delegates is looking forward to hearing 
more about this at the annual meeting in Atlantic City. 

A second item taken up by the delegates which war- 
rants attention is the question of the revision of the 
Constitution and By-Laws of the American Medical 
Association. What was presented in this connection 
was, in reality, not a new constitution and by-laws but 
rather a correlation of many proposed changes, passed 
upon previously and admitted as amendments, but never 
brought together in a concise form. The job of correl- 
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lating all of these amendments represents a lot of hard 
work on the part of the committee. 

The third matter on the program was a discussion 
of the progress in the field of prepayment medical serv- 
ice. From the discussions it was apparent that the 
American Medical Association has a well-rounded pro- 
gram, which provides for co-ordination of efforts at the 
state as well as the national level. 

The next important item was probably the report by 
Dr. Boone, Rear Admiral in the Navy; on the conditions 
in coal mining districts. He reported on housing con- 
ditions and medical problems; and from his report it 
was learned that health and sanitary conditions are de- 
plorable in some areas. It is hoped that miners, unions 
and mine operators can get together on a program which 
will provide better housing, better living condtitions and 
better medical care. For this particular purpose a cer- 
tain amount is to be deducted from the price of each 
ton of coal mined; this amount is to be turned over to 
the Union. The method by which the Union shall han- 
dle this money is yet to be determined, and it was agreed 
by the House of Delegates that the medical profession 
“should play a leading role in the evolution of these 
plans for medical care” and should assume leadership 
in the formulation and establishment of reasonable and 
practical programs that will benefit the people. Devel- 
opments in this field will bear watching by every physi- 
cian. (For more details on Rear Admiral Boone’s re- 
port, see Minnesota MepicinE, February, 1947, Pages 
190-192. ) 

Another important item is the present plans that are 
being made for a very elaborate Centennial Celebration 
in Atlantic City in June, which will feature a great 
many distinguished speakers from this country and from 
foreign countries. 

An important discussion was held on the question of 
rural medical care, which seems to be a number one 
problem in the practice of medicine in the United States 
at the present time. A broad program was outlined call- 
ing for better qualified doctors in rural districts, better 
distribution of health centers and more nurses. 

Delegates heard an interesting report from Dr. A. C. 
Ivy of Chicago, who was delegated by President Tru- 
man to investigate Nazi medical experiments made dur- 
ing the war. As a result of hearing about these ex- 
periments, certain principles to be followed in making 
experiments using human beings as subjects were agreed 
upon by the delegates. (1) Voluntary consent of the 
individual upon whom the experiment is to be made 
must be obtained before proceeding with the experiment. 

(2) The danger in each experiment must be thoroughly 
investigated previously by animal experimentation. (3) 
The experiment must be performed under proper medical 
protection and management. These general principles 
were accepted by the delegates; apparently none of them 
were followed in the Nazi human experimentation pro- 
gram. 


(Continued on Page 444) 
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COUNTY OFFICERS HEAR PROGRESS 
REPORTS ON MSMA PROGRAMS 


Recent accomplishments of the medical pro- 
fession in Minnesota, as well as medical economic 
problems still facing state doctors, were reviewed 
when the officers of local medical societies com- 
posing the Minnesota State Medical Association 
gathered in Saint Paul March 1 for their annual 
County Officers meeting. 

That rapid strides have been made by the 
profession in at least two fields—prepayment med- 
ical service and veterans’ medical care—was ap- 
parent in the progress reports of those two pro- 
grams, which during the past year have material- 
ized from mere plans into actual organizations. 

Operation of the new Veterans Medical Serv- 
ice division, which began functioning February 
10, were described. Dr. Richard B. Hullsiek, 
Minneapolis, Chief Medical Officer of the Re- 
gional office of the Veterans Administration, told 
the delegates about the VA program and how the 
Veterans Medical Service division fits into the 
government setup. Mr. Philip J. Lemm, who 
has been directing the work of the new division, 
gave the doctors a general, over-all picture of 
how it operates. 


Veterans Number About 400,000 


Dr. Hullsiek estimated that the veterans in the 
state, eligible for benefits at federal expense, num- 
ber between three and four hundred thousand. 
Included in these benefits, he said, are rehabilita- 
tion, educational training, pensions, insurance and 
medical service. 

The work of the Veterans Medical Service 
division has been complicated, Dr. Hullsiek point- 
ed out, by the slowness of the Washington VA 
office to approve Part II of the fee schedule de- 
veloped by the State Association Veterans com- 
mittee. 

Part I, appended to the contract executed be- 
tween the VA and the MSMA—containing as it 
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does only some forty-eight items—barely scratch- 
es the surface of services that doctors will find it 
necessary to perform. This means, Dr. Hullsiek 
said, that the twenty-five-year-old VA fee sched- 
ule must still operate for the bulk of the services 
rendered by the doctors. However, all possible 
pressure is being exerted on the Washington 
office to remedy this situation, and pending ap- 
proval of Part II in its entirety, assurance has 
been given that some fifty or sixty items under 
Part II, selected by the Regional Office for their 
frequency in authorization requests, would be 
appended to the contract immediately, Dr. Hull- 
siek said. It is hoped to have ninety-five per 
cent of the veterans medical service handled 
through the State Association VMS division in 
a very short time. 


Prepayment Medical Service Program 

Dr. O. I. Sohlberg, president of the Minne- 
sota Medical Service, Inc., the prepayment plan 
approved by the House of Delegates last Decem- 
ber to co-ordinate its services with the Minnesota 
Hospital Service Association, reported to the 
county officers that the board of directors was 
working hard to secure an executive director and 
to put the corporation on a functioning basis. 
Minnesota Hospital Service has been more than 
co-operative, Dr. Sohlberg said, and it will be just 
a matter of weeks before Minnesota —Medical 
Service will be ready to start operations. Litera- 
ture explaining its services in detail will be avail- 
able soon. 

Another report heard by the county officers 
dealt with conferences between the MSMA and 
the Insurance Liaison committees which are set- 
ting up a program that will serve as a second arm 
to broaden the base for prepayment medical in- 
surance coverage in Minnesota. 


Co-operation with Insurance Companies 


Dr. B. J. Branton, co-chairman of the five- 
member MSMA liaison group, appointed by the 


MINNESOTA MEDICIN! 





Cour 
gates 
the ¢ 


“A 
panie: 
the fi 
to eli 
the di 
recog 
ona 

“Fi 
inade 
ceive 
“and 
these 
nomi 
even 

“Tr 
only ; 
cil o1 
whol 
activi 


Liai 
M 
by tl 
ton 
whic 
the § 
com1 
appr 
expl 
and 
state 
W 
writ 
ated 
state 
prof 
mun 
in th 
cont 


“per 
ator 
to f 
was 
W. 

AM 
Dr. 


“1 
healt 















Council at the direction of the House of Dele- 
gates in December, explained the objectives of 
the Conference Liaison committee in this way: 


“Co-operation of medical groups with insurance com- 
panies is a normal procedure if for no other reason than 
the fact that up to now no better way has been found 
to eliminate the financial barrier between the patient and 
the doctor and the patient and the hospital than through 
recognized insurance companies providing the indemnity 
on a guaranteed cost basis. 

“Financial barriers, not the doctors, are the cause of 
inadequate medical care which low income groups re- 
ceive under existing conditions,” Dr. Branton declared, 
“and providing adequate medical care. by eliminating 
these financial barriers stretches into the fields of eco- 
nomics, education, human relations, government and 
even politics, unfortunately.” 

“The Liaison committee,” Dr. Branton want on, “is 
only a part of the national setup developed by the Coun- 
cil on Medical Service of the AMA, and it will work 
wholeheartedly with the Council as it co-ordinates its 
activities with.those of insurance companies.” 


Liaison Committee to Set Minimum Standards 

Minimum standards will be agreed upon soon 
by the Conference Liaison committee, Dr. Bran- 
ton announced, and the companies in the state, 
which after careful scrutiny meet the approval of 
the State Insurance Commissioner and the MSMA 
committee, will be given opportunity to apply for 
approval of the AMA. In this way Dr. Branton 
explained, there will be a double check—locally 
and nationally—before approval is granted in the 
state. 

While medical service contracts are now being 
written by companies individually at an acceler- 
ated rate, under the stimulus of activities by the 
state medical association, it is felt that the medical 
profession’s approval of contracts that meet mini- 
mum standards will greatly benefit the public 
in the protection and security afforded under these 
contracts, Dr. Branton said. 


Rural Health a “Perennial Issue” 


Rural health, which has been converted into a 
“perennial issue” by the Michael Davisés and Sen- 
ator Murrays in their carefully conceived plans 
to foster government medicine in this country, 
was discussed with all its ramifications by Dr. L. 
W. Larson of Bismarck, area chairman of the 
AMA committee on Rural Medical Service. Said 
Dr. Larson: 


“Medical care is only a part of the problem of rural 
health. Good housing, adequate and balanced diets, 
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health education, sanitation, immunization against com- 
municable diseases, hygiene, dental care and instruction 
for expectant mothers and infant care, are of equal 
importance.” 


Expanded public health activities through the 
development of full-time county or regional health 
units will solve much of these extra-medical com- 
ponents of the rural health problem, according to 
Dr. Larson. 


“Let us recognize,” Dr, Larson urged, “that there are 
problems involved in rural health, and that, as physicians, 
we have a responsibility to help correct them through 
a constant effort to raise medical standards and to de- 
velop a spirit of co-operation with any and all people 
who are honestly concerned with the welfare of our 
rural population.” j 


Lay Speakers at Rural Health Conference 


As an expression of their appraisal of current 
medical care in rural areas, Dr. Larson quoted 
two lay speakers at the Second Annual Conference 
on Rural Health, held in Chicago in February. 
To quote Albert S. Goss, Master of the National 
Grange: 


“ 


. Thus we see that the high cost of adequate 
medical care relative to farm income and the lack of 
modern medical facilities in rural areas adds up to a real 
problem. When we add to this problem the abuses of 
overcharge and unethical practices that some doctors 
are guilty of, and which most of us have been the vic- 
tims of, it adds up to an overwhelming demand for 
better medical service.” 


In what amounts to a blunt indictment of medi- 
cine that could scarcely be considered a true pic- 
ture of conditions as they are known to exist gen- 
erally, Mr. Goss has charged, Dr. Larson said, 
that “the feeling has become more and more gen- 
eral that the medical associations, instead of de- 
voting their chief efforts to the improvement of 
medical standards, have been more interested in 
eliminating competition in the medical field!” Mr. 
Goss, as quoted by Dr. Larson, maintains that 
this is the reason that medical service is “not only 
much more costly, but much more difficult to se- 
cure.” Mr. Goss has further said that rural 
America is “up in arms” over the inadequacy of 
medical service resulting from this attempt by 
medical associations to monopolize the field. 


Mr. Mertz Takes Milder Approach 


Reporting further on the Chicago Conference, 
Dr. Larson quoted from the somewhat milder 
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remarks of Edward H. Mertz, administrative as- 
sistant in the Department of Education of the Na- 
tional Farmers Union, who spoke of deficiencies 
in a more conciliatory vein. Mr. Mertz, Dr. 
Larson said, cited the following wants and needs 
of rural people in the way of medical and health 
services : 


1. More doctors, dentists and nurses closer to 
them 


2. More hospitals and clinics in their com- 
munities 


3. Better housing and sanitary facilities 


4. Sufficient income to absorb their costs 


From the statements of these two men, Dr. Lar- 
son said, it may be concluded that rural people 
believe that there are not enough doctors and hos- 
pitals in rural areas, and that medical care is too 
expensive. 


“Medicine Has Outgrown Horse and 
Buggy Days” 

Looking at the contributing causes for this lack 
in health facilities, Dr. Larson maintained that 
the reasons for the lack are fairly obvious to the 
medical profession. To quote him: 


“Medicine has outgrown the horse and buggy days 
just as agriculture has. Farmers think nothing of driv- 
ing 25 to 50 miles to do their shopping. In fact, many 
farmers consult the doctor in that trading center during 
the same marketing or shopping trip. In so doing they 
by-pass the physician in the small town en route—that 
is, if there is one left. Why? Because the practice of 
medicine has changed from the horse and buggy days 
when the doctor could carry his entire diagnostic and 
therapeutic armamentarium in one bag. Today he needs 
special equipment and diagnostic aids, both technical 
and professional, which he cannot possibly bring to the 
patient. The obvious answer is to bring the patient to 
the doctor.” 


While the profession itself is doing everything 
it possibly can to induce more doctors to locate 
in rural areas, Dr. Larson said, it realizes that a 
complete medical and hospital service cannot be 
developed at every crossroads, but that such serv- 
ice can be developed in the larger communities 
which are the trading centers. In order that the 
wave of emotional enthusiasm for the construction 
of a hospital in almost every small town and city 
will be guided in the right direction, the AMA 
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and every state medical association is co-operating 
in an advisory capacity with lay committees 
throughout the country. 


Many of the shortcomings charged to the medi- 
cal profession are due to the lack of aggressive 
leadership in health education by local doctors. 
To overcome this difficulty, Dr. Larson said, state 
medical associations, as well as county medical 
societies, must become inculcated with a spirit of 
public welfare and leadership in worthwhile health 
movements. 


A second, final installment of the review of the dis- 
cussions held at the 1947 County Officers Meeting will 
appear in this column in the next issue of MINNESOTA 
MEDICINE. 
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Minnesota Academy of Medicine 


Meeting of December 11, 1946 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club, on Wednesday eyening, December 11, 1946. Din- 
ner was served at 7 o'clock and the meeting was called 
to order at 8:10 by the president, Dr. S. E. Sweitzer. 


There were fifty members and one guest present. 


Minutes of the November meeting were read and 
approved. 


In regard to attendance at meetings, Dr. Hall made 
a motion that a letter be written to those who had not 
attended the required number of meetings during the 
year, calling their attention to the ruling in the Consti- 
tution regarding attendance. Motion was seconded and 
carried. 


The annual election of officers resulted in the follow- 
ing being elected for the year 1947: 


President 
Vice President 
Secretary-treasurer 


Dr. E. M. Hammes, Saint Paul 
Dr. T. A. Peppard, Minneapolis 
Dr. A. E. Cardle (re-elected) 


The scientific program followed. 


Dr. L. R. Boies, Minneapolis, read his Inaugural The- 
sis. 


MENIERE’S DISEASE: ENDOLYMPHATIC 
HYDROPS 


LAWRENCE R. BOIES, M.D. 
Minneapolis, Minnesota 


Although Méniére described a condition characterized 
by the symptoms of vertigo, deafness and tinnitus in 
1861, it has only been within the past ten years that 
pathologic changes within the inner ear have been de- 
scribed to account for these symptoms. 


We have in our literature concerning this symptoma- 
tology a confusion of terms. ‘“Méniére’s syndrome,” 
or “Méniére’s symptom complex” and the term “pseudo- 
Méniére’s disease” in cases of vertigo without auditory 
symptoms or neurologic signs, are all commonly used. 
There are several conditions which can produce this 
triad of symptoms, among which there now seems to 
be a clear-cut clinical entity in the nattire of a labyrin- 
thine hydrops. The evidence for this has been obtained 
from a microscopic study of temporal bones from per- 
sons who were known in life to have experienced severe 
and repeated attacks of vertigo accompanied by hearing 
loss and tinnitus, without any other morbidity to associate 
with the causation of these symptoms. 

Some of the references in the literature to Méniére’s 
papers have indicated that his original description was 
concerned with a case of labyrinthitis. In a search for 
Méniére’s account of his. “classic case,” McKenzie® 
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failed to find an adequate description to fit our present 
conception of the clinical characteristics of the disease 
which bears Méniére‘s name. However, Simonton! in 
an exhaustive review of the literature in 1940 refers to 
six articles published in 1861 by Méniére, most of them in 
the Gazette Medicale de Paris. He personally translated 
these papers. I am indebted to him for a copy of the 
pertinent portions of these translations which show that 
Méniére did describe with clarity the symptomatology 
as we know it today. 

The first microscopic observations on the temporal 
bones of persons known to have had severe attacks of 
vertigo, deafness, and tinnitus during life were described 
in 1938 by Hallpike and Cairns.? Lindsay® corroborated 
their findings in 1942. To date, histopathologic findings 
on twenty-one temporal bones from seventeen cases have 
been reported. The pathologic findings indicate a laby- 
rinthine hydrops, from which it seems reasonable to 
conclude that it is the effects of this hydrops which pro- 
duces the morbidity. To date, however, we have no 
definite evidence of the etiology of the hydrops. 

The most constant histopathologic finding is a dilata- 
tion of the cochlear duct (Fig. 1). In some cases, 
dilatation had occurred in the saccule, the utricle, or the 
ductus reuniens. Other changes of a degenerative nature 
were noted in the maculae or cristae. A localized laby- 
rinthitis occificans was also noted, 


Before Hallpike and Cairns made their observations, 
Mygind and Dederding!® in 1932 had advanced the 
hypothesis that the symptoms of Méniére’s disease are 
due to a “waterlogging” of the labyrinth. This inspired 
certain chemical investigatons which have not estab- 
lished definite etiologic factors but have resulted in 
medical therapeutic measures which though empirical 
are widely used today. Furstenberg and his co-work- 
ers5s6 in 1934 reported observations from which they 
concluded that the tissues responsible for Méniére’s 
disease were sensitized to the sodium ion, and that if 
retention of sodium is prevented and its elimination 
promoted, patients suffering from the disease may be 
relieved. Shelden and Horton!? in 1940 reported obser- 
vations on the use of histamine to relieve the symptoms 
of Méniére’s disease.. These investigators expressed the 
belief that the factor most likely to be responsible for 
Méniére’s disease is an alteration in the permeability of 
the capillary walls with secondary edema of the middle 
ear, and that histamine is an important agent in affect- 
ing capillary permeability. Williams! regards the symp- 
toms of Méniére’s disease as a manifestation of an in- 
trinsic physical allergy which in his experience may 
respond to treatment with nicotinic acid. 


Clinical Manifestations 


Symptoms.—In a typical case of Méniére’s disease, 
the patient complains of vertigo, tinnitus, and deafness. 
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Fig. 1. Section from the temporal bones of a forty-seven-year- 
old man who fell during an attack of vertigo, suffered a fracture 
of the skull and died from a subdural hematoma. He had been 
examined in 1939 at the Mayo Clinic, where a diagnosis of 
Méniére’s disease was made. He was reported to have had 
normal hearing through the speech frequencies in his right ear. 
In the left, there was a loss of 30 decibels for low tones, in- 
cluding the 2048 cycles. A cold caloric test showed a diminished 
response on the left side. The results of his general physical 
and neurologic examinations were normal. 

(The temporal bones were sent to Dr. John R. Lindsay of 
the University of Chicago, who supplied the author with serial 
sections of these bones, one of which is pictured here, Dr. 
Lindsay has reported this case in detail: Méniére’s disease. 
Arch. Otolaryng., 39:313, 1944.) 


A is a_ horizontal midmodiolar section through the right 
cochlea. The ductus cochlearis is normal. .The loss of Reissner’s 
membrane in the upper coil is an artifact. The vessels are 
congested, and extravasated red blood cells are present in the 
internal meatus and the lamina cribosa and are invading the 
— ganglion (a). The spiral ganglion of the basal coil 

ows degeneration (b). 


B is a vertical midmodiolar section of the left cochlea. The 
ductus cochlearis is greatly dilated and herniating through the 
helicotrema. The blood vessels are congested, and some extra- 
vasated blood is present in the internal meatus. The spiral 
ganglion shows degenerative changes in the basal coil. 


The vertigo is the most disturbing symptom and may 
overshadow the other two. As a rule, it occurs suddenly, 
without warning, and may occur while the victim is at 
rest, even during sleep. A history is not infrequently 
given of the occurrence of an attack as the patient turns 
over in bed, or on awakening, or on getting out of 
bed. The duration of the vertigo may vary from a few 
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minutes to a few days, or in a subacute form for weeks 
or months. In the majority of cases, the patient describes 
his vertigo as rotatory, in which he feels that objects 
about him are whirling or that he is whirling. However 
a labyrinthine disturbance can occur in which the whirl 
ing sensation is absent but in which the patient experi- 
ences a swaying sensation or a sense of weakness or 
movement in which there is actually no sense of rotation. 

The deafness in Méniére’s disease usually is of the 
nerve type affecting the high tones first and may be 
severe. It tends to fluctuate but may be progressive, 
confined to one ear, or affect both ears in different 
degrees. The degree of deafness is not diagnostic. 

Tinnitus is the most variable symptom of the triad. 
Its cause has not been established. If both ears are 
involved, the tinnitus is usually present in the more 
involved of the two ears. 


Diagnosis—Inasmuch as two of the symptoms, the 
vertigo and tinnitus, are subjective, the patient’s descrip- 
tions of his symptoms are very important. 

The caloric test will as a rule reproduce the vertigo 
that the patient describes. The results of this test are 

ot, however, diagnostic of Méniére’s disease. Crowe? 
has reported a series of cases in which the caloric test 
was normal in 35 per cent, subnormal in 19 per cent, 
and that in 29 per cent the labyrinth of the affected side 
failed to react (17 per cent were not tested). 

In considering a diagnosis of Méniére’s disease, it is 
important to exclude chronic middle ear disease, lesions 
of the central nervous system, cardiovascular disorders, 
et cetera, as a cause of vertigo. 


Treatment——Two forms of treatment are in current 
use. The medical treatment should be tried in all cases 
first; surgical therapy should be reserved for severe 
cases which do not respond to medical treatment. The 
efficacy of all treatment should be considered in light 
of the fact that long remissions in the symptoms may 
occur in this condition. Mild cases are helped by the 
use of sedatives. 

The sodium-free diet of Furstenberg, Lashmet, and 
Lathrop has been referred to previously in this paper. 
They recommend a special diet avoiding salt and low in 
sodium. Ammonium chloride, an acid-producing salt, is 
administered in six 7%4 grain capsules three times daily 
during meals. This drug is taken for three daysand then 
omitted for two days. The treatment is continued for 
several weeks and is gradually discontinued according to 
the patient’s condition. 

Desensitization to histamine was recommended by 
Shelden and Horton’? during the acute stage of 
Méniére’s disease. They used a dosage of 1.9 milligrams 
of histamine acid phosphate dissolved in 250 cubic 
centimeters of normal physiologic salt solution and 
administered intravenously in approximately an hour 
and a half. The treatment was repeated on two or 
three successive days. There have been some modifica- 
tions of this dosage. 

Dr. A. B. Baker, who has had an extensive experience 
with histamine therapy at the University Hospital in 
Minneapolis, now uses the following method: 2.75 milli- 
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grams of histamine acid phosphate in 250 cubic centi- 
meters of normal saline are given intravenously to 
outpatients daily for fourteen consecutive days. The 
administration is given right after a full meal. About 
two and a half to three hours are taken for each treat- 
ment. A glass or two of milk is given by mouth during 
the treatment. Four additional treatments on alternate 
days are then given so that the full course takes a total 
of eighteen treatments. The patient is then put on 50 
milligrams of benadryl twice daily for six weeks. 


Talbott and Brown! have reported success in the 
control of Méniére’s disease by the adminstration of a 
potassium salt with the patient on a normal diet. 


If medical treatment fails to control the vertiginous 
attacks of Méniére’s disease, the patient then has re- 
course to more certain benefits from surgical therapy. 
This is particularly true if the disease is unilateral as 
evident from symptoms and signs referable to one ear 
only. Five different surgical procedures have been de- 
scribed. Dandy? was an exponent of nerve section. 
Portmann1! described a destructive operation on the 
saccus endolymphaticus. Wright!7 has had considerable 
success with the injection of alcohol into the labyrinth 
by way of the oval window. Cawthorne! has reported 
a large series of cases with a high percentage of success- 
ful results by performing a labyrinthotomy and excising 
a piece of. the membranous labyrinth. Day* has ad- 
vocated opening the external semicircular canal anl 
coagulating the membranous labyrinth with a weak dia- 
thermy current (Fig. 2). It is a relatively simple proced- 
ure in which there is the possibility’ of preserving 
some of the residual hearing. Sullivan’* has recently 
been able to accomplish this by a limited coagulation of 
the vestibular portion of the labyrinth, carrying out this 
part under the magnification of a dissecting microscope. 


Because of the relative simplicity of Day’s procedure 
with a possibility of preservation of residual hearing 
function, this operation seems destined to be generally 
adopted. In the past two years, I have performed this 
operation on five cases. Brief case histories of these 
patients follow: 


Case Reports 


Case 1—R. J., a thirty-nine-year-old public - health 
nurse, was first examined on August 21, 1943. She 
gave a history of having had recurrent attacks of vertigo 
for ten years with some loss of hearing and a low- 
pitched tinnitus in her left ear. She had been treated 
after the method of Furstenberg and his co-workers 
and had had a trial of histamine desensitization. A 
neurosurgeon had recommended nerve section. 

Hearing tests revealed a normal response in the 
right ear and a marked depression in the left ear, 
approximately the 70 decibel line through each frequency 
except for the 2048, which was at the 40 decibel line. 

A labyrinthotomy on the left ear was recommended. 
The patient decided to consider this procedure and 
meanwhile to try nicotinic acid therapy. 

The patient was next examined on August 31, 1944, 
by which time she had decided to undergo surgery be- 
cause the attacks were incapacitating her. Caloric tests 
were performed after the method of Kobrak. The reac- 
tions were within normal limits on each side. 

A labyrinthotomy on the left ear with coagulation of 
the membranous labyrinth after the method of Day was 
performed on September 11, 1944. Convalescence was 
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uneventful except for a moderate amount of vertigo 
which gradually disappeared. Following a week in the 
hospital and three additional weeks of rest, she was 
able to resume her duties as a public health nurse, 
which included driving a car in her work. 





Fig. 2. A sketch of the exposure used to reach the horizontal . 
semicircular canal which is fenestrated by use of a motor-driven 
dental burr. A small diathermy point is then inserted forward 
to the vestibule and a weak coagulating current turned on for 
two or three seconds. The wound is closed tightly and heals by 
primary union. 


(The postaural route is considered to be preferable to the 
endaural route for these cases, because in the latter a period 
of epithelization is usually required before drainage ceases from 
the external meatus. The postaural wound is usually sealed 
and the ear dry in one week and no further dressing is required.) 


The remaining hearing in the operated-upon ear was 
lost as a result of the operation. She was re-examined 
on several occasions during the first year following the 
operation. There was no recurrence of her symptoms. 


Case 2—M. G., a forty-nine-year-old man, a‘ clerk, 
had had “Meéniére’s disease” for eight years. He had 
undergone extensive study and treatment at a United 
States Veterans Hospital. This included trials of hista- 
mine and the Furstenberg method. The patient stated 
that he had been deaf in the right ear for a number of 
years and believed that his deafness was due to mumps; 
he had experienced a ringing as long as the deafness. 


Hearing tests revealed an absolute deafness in the 
right ear and normal hearing in the left ear. Caloric 
tests after the method of Kobrak revealed a subnormal 
reaction in the right ear and a normal reaction on the 
left side. 

A labyrinthotomy with coagulation of the membranous 
labryinth was performed on November 7, 1945. Con- 
valescence seemed slow. The patient seemed to fear a 
recurrence of the severe vertiginous attacks which he 
had experienced before this operation. He was last 
examined ten months after this operation at which time 
he had experienced no recurrence of his attacks. 


Case 3—J. P., a sixty-six-year-old man, a machinist, 
was first examined on December 7, 1945, at a hospital 
where he was convalescing from a gall-bladder opera- 
tion. This operation had been done to relieve attacks 
of dizziness. His left ear had begun to “go bad” 
almost a year previously. The ringing which had been 
bad- in the left ear had decreased somewhat. 

Hearing tests revealed a marked loss in each ear— 
at the 45 decibel level by air conduction for the speech 
frequencies in the right ear and at the 60 decibel level 
in the left ear. The caloric tests with water at 68°F. 
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showed a reaction within normal limits on each side. 
The patient lived alone and was in imminent fear of an 
attack. He was hospitalized and given intravenous 
histamine daily for one week. His vertiginous attacks 
continued. 

A labyrinthotomy was performed on the left ear on 
January 23, 1946, and the membranous labryinth coagu- 
lated after the method of Day. Convalescence was slow 
but otherwise uneventful. The patient has been free 
of his vertiginous attacks since the operation. 


Case 4—E. L., a forty-one-year-old man, a deaf 
mute, had been unable to work because of attacks of 
vertigo. He had tinnitus in the left ear. 

Caloric tests after the method of Kobrak revealed 
a normal reaction in the right ear and a definitely sub- 
normal response on the left side. 

A labyrinthotomy was performed on the left ear on 
April 1, 1946. Convalescence was uneventful. There 
was no recurrence of symptoms six months after the 
operation. 


Case 5—J. L., a man, aged sixty-five, retired, had 
been incapacitated for one and a half years because of 
severe attacks of vertigo. He was unable to go out on 
the street because of fear of falling down. He had had 
some dizziness fifteen years previously and stated that 
he had been deaf in the right ear for ten years. He had 
had some tinnitus in both ears. 


Hearing tests revealed a normal level for one of his 
age in the left ear and a 75 decibel level of air conduc- 
tion for the speech frequencies in the right ear. Caloric 
tests after the method of Kobrak revealed no response 
in the right ear and a normal one on the left side. 


A labyrinthotomy was done on the right ear on April 
8, 1946, and the membranous labyrinth coagulated with 
diathermy. Convalescence was slow but otherwise un- 
eventful. To date, this patient has had no recurrence 
of his vertigo. 


Summary 


A microscopic study of the temporal bones of a num- 
ber of persons known to have had Méniére’s disease 
during life has revealed evidence of a labyrinthine 
hydrops. 

When medical therapy (histamine desensitization, the 
use of a sodium-free diet combined with the admin- 
istration of ammonium chloride, or treatment with 
potassium chloride or with nicotinic acid) does not 
produce relief, a labyrinthotomy followed by coagula- 
tion of a limited portion of the membranous labyrinth 
offers a practically certain cure when the disease is 
confined to one side. 

The labyrinthotomy is a simpler operation than nerve 
section. The simplest form is accomplished by making 
a fenestra through the bony wall of the horizontal semi- 
circular canal. If this is followed by mild and limited 
coagulation of the membranous labyrinth, the symp- 
toms of Méniére’s disease are controlled and there is 
a possibility of preserving some hearing. 

Five cases operated upon by the method of Day are 
reported. Relief from the attacks of vertigo was 
obtained in each case. 
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Discussion 


Dr. A. M. SNELL, Rochester: I should like to: com- 
pliment Dr. Boies on his excellent presentation of a 
difficult subject and on his appraisal of the Day opera- 
tion. I was particularly glad to hear him state his 
criteria for diagnosis. Much has been said and written 
about the treatment of Méniére’s disease, but in many 
instances these criteria have not been defined exactly. 
This practice has tended to cast an unfavorable light 
on some methods of treatment which have been ad- 
vocated. 

I have had the opportunity of seeing a number of 
patients whom Dr. Horton has treated with histamine at 
the Mayo Clinic, and there have been some very en- 
couraging results. When the disease has been of short 
duration, this therapeutic program seems to work out 
very well, but many patients with disease of long stand- 
ing have not been benefited by this or any other type 
of medical treatment. There are certainly many patients 
in this last-mentioned group who deserve the possible 
benefits of the operation which Dr. Boies has described. 


Dr. KENNETH PHELPs, Minneapolis: Dr. Boies’ thesis 
is an excellent presentation of the most recent ideas 
concerning Méniére’s disease. It brings out several 

. - 
points : 


1. The very recent observations on the pathology of 
Méniére’s disease are given although just how hydrops 
of the labyrinth causes intermittent attacks of vertigo 
and progressive loss of hearing is not well understood. 


2. Even with better knowledge of the pathology, we 
do not know what causes this disease. Treatment of 
the cause is, therefore, impossible. 


3. Dr. Boies’ experience with the Day operation is 
very hopeful. This procedure relieves the patient of his 
symptoms by destroying his labyrinth, and, as Dr. Boies 
very carefully states, “offers a chance of preserving the 
residual hearing.” Hearing is very poor in most patients 
who have had Méniére’s disease for years, so it is not 
of major importance. 


I would like Dr. Boies to tell us what success he has 
had with medical treatment. 
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Dr. Hewitt B. HANNAH, Minneapolis: I appreciated 
hearing Dr, Boies this evening because I have had an 
opportunity of watching some of these patients over the 
last two years. I had seen one of these patients before 
he was operated upon, and he was extremely dizzy and 
had been bedridden for a long time. Dr. Boies operated 
on him, and since the operation he has been free from 
symptoms. The other one was a nurse. I did not see 
her before the operation but I saw her afterward, and 
she is very happy over her recovery. 


The differential diagnosis is not always too easy. 
Any one who has dizziness, noises in the ear and some 
loss of hearing should be studied from the standpoint 
of the nervous system to be sure that the patient does 
not have an acoustic tumor or pathology in the cere- 
bellum. In the patients whom Dr. Boies operated upon, 
there had been no evidence of such tumor of the 
acoustic nerve or pathology in the central nervous sys- 
tem. I understand that Dr. Dandy had operated over 
four hundred patients by cutting the eighth nerve. 
Cutting this nerve as it leaves the stem is a much more 
formidable procedure, and it takes a man with skill 
of a surgical character, similar to Dandy, to get by 
with this type of procedure. 


Dr. Gorpvon KamMaAv, Saint Paul: I was interested 
in Dr. Boies’ approach to Méniére’s syndrome. The only 
reason it is any of the neurologist’s business is because 
of the differential diagnosis. Méniére’s disease itself is 
purely an end organ disease and does not fall within 
the province of a neurologist. However, certain other 
conditions have to be eliminated by differential diagnosis 
before one considers the treatment of Méniére’s syn- 
drome. I would like to ask Dr. Boies how many cases 
he has had of bilateral Méniére’s disease. In consider- 
ing the surgical treatment of this condition, one must 
always recognize the possibility of the same process 
occurring on the good side. If hearing is going to be 
destroyed by surgery, I think that it is very important 
that the patient knows before operation of the possi- 
bility of the same process occurring on the opposite 
side and the possibility of his ending up with a bilateral 
deafness. It is my understanding that by coagulation of 
the horizontal semicircular canal one destroys the hear- 
ing in that ear? 


I feel that Dr. Boies’ approach to the surgical treat- 
ment of Méniére’s syndrome offers us a great deal. In 
the few cases that I have had the temerity to treat, I 
have always been disappointed with the long-range re- 
sults. True, with intravenous histamine, large doses 
of nicotinic acid, sometimes the Furstenburg diet, 
large doses of potassium, and other medical measures, 
we are able to bring about temporary improvement in 
the symptoms. However, I think that most cases eventu- 
ally end as surgical candidates. The simplicity of Dr. 
Boies’ approach, the lack of surgical risk, and the short 
period of hospitalization certainly are enough to rec- 
ommend Dr. Boies’ operation. 


Dr. C. N. Henset, St. Paul: Dr. Boies has clearly 
defined his criteria for surgical intervention in patients 
with persistent vertigo in Méniére’s syndrome, namely, 
failure to relieve them of their incapacitating vertigo by 
medical management, and he has reported five patients 
in whom he has obtained complete relief by an ingenious 
and nonhazardous operation, and therefore he suggests 
to us tonight that this is the procedure we should 
choose in such cases. 

Having had some experience in the medical manage- 
ment of cases similar to those he has described, I cannot 
accept as our only recourse an operation which, while 
7 relieves vertigo, renders the operated ear permanently 
deaf, 

People with vertigo in the middle age group are 
numerous and the majority are not subject to labyrin- 
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thine hemorrhage. Most of them appear to be suffering 
from a momentary functional derangement of the 
labyrinth due apparently to imbalance of the blood supply 
with resultant increased local capillary permeability 
and local edema and labyrinthine hydrops. 

It seems that several factors may play a part in this 
syndrome, i.e., increased retention of the sodium ion 
with increased retention of fluid, local vasoconstriction 
and local vasodilatation. Harris and Moore of the 
Crile Clinic first called attention (in 1940) to the vaso- 
constriction factor. They recalled that physicians treat- 
ing pellagrins found a high percentage with rotational 
vertigo, which seemed to be on a nutritional basis. So 
these physicians started in to treat their patients suffer- 
ing from Méniére’s syndrome with large doses of 
thiamine chloride with success. Then they tried treat- 
ing such patients with nicotinic acid, with unsatisfactory 
results. 

Finally, they combined the treatment and gave thia- 
mine chloride 10 mg. twice daily by mouth and nicotinic 
acid 50 mg. five times a day, and began to get results. 
They noted that within two weeks half of their cases 
began to improve, and within six weeks seventeen out 
of twenty cases had been entirely relieved and that the 
final three cases were improved. They were impressed 
that the majority of their vertiginous patients had 
peculiar dietary habits, were either vegetarians or carbo- 
hydrate addicts, or consumed inadequate proteins due 
to faulty dentures. 


Since reading their article, I have observed and treated 
at least five patients with Méniére’s syndrome, observing 
strict restriction of sodium chloride and fluids and giv- 
ing adequate doses of thiamine and nicotinic acid. 


One woman who improved has been lost track of 
since she removed to California. The others have all 
continued to maintain their equilibrium and be free from 
vertigo for from two to five years. 


The most dramatic patient was a bond salesman, aged 
fifty-eight, who had to retire in March, 1941, because 
of attacks of sudden “falling” vertigo. He has been free 
from attacks of vertigo for the past five years on a low- 
salt low-fluid diet and has been taking 30 mg. thiamine 
and 300 mg. nicotinic acid a day. In spite of the fact that 
he has developed intermittent claudication and his 
blood pressure has risen from 160/90 to 200/100, he 
is continuously free from attacks of vertigo. 

Therefore, I believe that unless such a thorough-going 
and meticulous regime has been instituted and failed, 
we should not have recourse to surgical intervention. 


Dr. Bors, in closing: Dr. Phelps asked what experi- 
ence I had from medical treatment. Most of the patients 
I have seen with vertigo, tinnitus and deafness have 
been referred to me by internists or general prac- 
titioners and the medical treatment has usually been 
carried out by them. The mild cases and some that are 
more severe seem to respond to these various forms 
of treatment. It has been my observation that the best 
results have been obtained with histamine. In the 
University Hospital the cases have been treated by Dr. 

. B. Baker, who has given them intensive histamine 
therapy for fourteen days and then followed this by 
treatment on alternate days until a total of eighteen 
treatments have been received. The mild and some 
moderately severe cases seem to have been controlled 
in a fair measure. However, there seems to be a lack 
of permanency to this treatment. 

When there is bilateral involvement, it is difficult 
to differentiate as to the actual site of the phenomenon 
which produced the symptoms. Fortunately, most of 
the. cases seem to be unilateral. In the cases I have 
reported, the nurse had gone five years without develop- 
ing symptoms on the opposite side, and another patient 
had gone ten years. In cases of marked changes in the 
ear with extensive dilatation of the cochlear duct, 1 
rather believe that these changes are irreversible. 
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PERIPHERAL ARTERIAL EMBOLISM 


JOSEPH F. BORG, MLD. 
Saint Paul, Minnesota 


Peripheral arterial embolism presents a problem in 
diagnosis and treatment which is of challenging im- 
portance. Where large vessels are involved, the result 
is usually gangrene leading to death in approximately 
90 per cent of all patients with expectant treatment or 
amputation. These poor results are emphasized in the 
experience with this type of case at Ancker Hospital 
over the past thirteen years, in which eleven cases of 
peripheral arterial embolism were diagnosed and no 
recoveries recorded. Such disappointing experiences 
point to a woefully inadequate awareness of the thera- 
peutic possibilities available and emphasize the need for 
calling attention to this problem. The results of mis- 
sionary efforts of this nature are seen in the reports on 
this subject from Sweden, and it has been well shown 
that many lives will be saved and amputations prevent- 
ed where the profession is alert to its responsibility. 
This thesis attempts to review the significant contribu- 
tions to the subject and to call attention to the im- 
portance of recent advances in the treatment of this 
condition. 


Peripheral arterial embolism presents an emergency of 
great urgency. It is a condition which is usually seen 
first by the general practitioner or the internist, espe- 
cially the cardiologist. It is upon them that the responsi- 
bility lies for treatment in which delay cannot be per- 
mitted. Recent reports emphasize the value of medical 
measures, but reliance on them alone is dangerous, and 
it must be recognized that surgery in the form of em- 
bolectomy must always be considered and, where indi- 
cated, must be carried out within a time interval which 
will give the most favorable results. It has never fallen 
to the lot of any one physician to accumulate a large 
series of cases, but the consensus as revealed in case 
reports in the literature points to a modern concept of 
the condition and its treatment which materially im- 
proves the outlook for these patients. The two factors 
which are most important are early recognition of the 
condition and the availablity of a surgeon competent to 
do vascular surgery. 


Historical 


Until the turn of the century, arterial emboli were 
only of pathologic interest. The idea of removing the 
offending embolus had been considered, but it was not 
until 1895 when Ssabanejeff first attempted the surgical 
removal of an embolus from the femoral artery in a 
case of a twenty-eight-year-old woman with rheumatic 
heart disease. Moynihan (1907) and Handly (1907) 
next approached it unsuccessfully. In 1907 Stewart 
reported the first attempt in this country. In 1909 
Murphy*° unsuccessfully operated to remove a femoral 
embolus four days after the onset. The first success- 
ful embolectomy, left femoral, was performed by Lahey 
in 1911 on a patient thirty-eight years of age with mitral 
stenosis, on whom operation was performed six hours 
after the onset. In 1912 Einar Key, in Sweden, did 
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the first of his series of embolectomies on fifteen pa- 
tients which he reported in 1921 with the first review 
of the literature, embracing forty-five cases with thirteen 
successful results. Key so well educated the Swedish 
profession that by 1927 he was able to report 145 Swed- 
ish cases with eighty-six successful results out of a 
total of 216 cases collected from the literature. So slow- 
ly did the American profession become aware of the 
therapeutic possibilities of embolectomy that in 1928 
Pemberton’? was able to collect only twenty cases re- 
ported in the United States and Canada. Even the 
British failed to heed the work of Key because it was 
1925 before the first successful embolectomy was re- 
ported in England. Subsequently reviews of the subject 
have been made by Reed and Andrus (1927), Andrews 
and Harkins (1932), Pearse (1933), Danzis (1933), 
Linton (1941), Pratt (1942), Lesser (1943), and notably 
McClure and Harkins (1943) who have presented the 
most comprehensive recent review, based on 690 re- 
ported cases. The increasingly favorable results of ther- 
apy insistently emphasize the need for an enlightened 
attitude toward the problem. 


Incidence 


The incidence of peripheral emboli is much greater 
than the reports would indicate. Many cases of report- 
ed gangrene or arterial thrombosis are probably pri- 
marily embolic, especially where large vessels, notably 
those proximal to the radial and popliteal arteries, are 
involved. Out of 690 embolectomies reported, 382 
were Swedish cases collected by Key?® up to 1936, 
emphasizing again the attention paid to the condition in 
Sweden and the inadequacy of domestic reports as a 
guide to incidence. Murray31 reported thirty cases in 
the Toronto General Hospital in five years preceding 
1936. Lund?4 found fifty-five cases in the Boston City 
Hospital in seven years prior to 1937. Forty-six cases 
were reported by McKechnie and Allen?® over a ten- 
year period. Agar! reported seven cases in five patients 
in three years from 28,000 hospital admissions at Leeds. 
Eleven cases reviewed here have been recorded at 
Ancker Hospital, Saint Paul, over a thirteen-year period. 
Incidence is about the same in both sexes.28 Study of 
129 cases by Danzis* revealed an average age of forty- 
nine years, the range being seventeen months to eighty- 
two years. Most of them occurred between the ages of 
thirty and seventy, with the peak decade being fifty to 
sixty years. wa 


Pathogenesis 


Arterial emboli are caused by the breaking off of 
pieces of thrombi, the majority of which come from 
the left side of the heart. Rarely they may originate 
from thrombophlebitis or phlebothrombosis and_ find 
their way to the arterial tree through a patent foramen 
ovale. The great majority may be traced to rheumatic 
mitral or arteriosclerotic heart disease, frequently with 
auricular fibrillation, in which thrombi form in the left 
auricle. Others come from mural thrombi which form 
as a result of myocardial infarction. Danzis*! states 
that 70 per cent are of pure cardiac origin and that 
most of the rest are of cardiac origin associated with 
some disease such as diabetes, arteriosclerosis, or thy- 
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roid disease. Rarely the embolus may come from an 
arterial thrombus attached to an arteriosclerotic plaque 
of a large vessel. McKechnie and Allen?® reported that 
of forty-six cases, forty-one were of cardiac origin, 
two from pelvic carcinoma, one had a patent foramen 
ovale, one was arteriosclerotic, and one followed a cerv- 
ical rib operation. Pearse,3* reviewing 296 cases, found 
the following known source’ distribution : 


Per cent 
NE ies an nein cuanenad dinate 69.2 
RR er 13.0 
IR oo ct daca cee mews 2.1 
BN 6.5.35 SRS ewLcdkapecnnioser 2.1 
BE EEE ee IOS ON ree 18 
AOrtie Bd GOVEY o.oo occ ce cvcccceecces 1.8 
I nw slsalapiaslnaes ao odiebiewseeat 2.8 
| SEA cae SRE EEA CT ile tbage ty 2, ie ee 0.3 


When an embolus is sent out into the arterial tree, it 
usually passes the hazards of the innominate, left com- 
mon carotid and left subclavian arteries, the reason for 
which is not entirely clear. Depending on its size, it 
then passes on to lodge in some more distant part of 
the arterial system, usually at a bifurcation. Riddell? 
states that only 12.1 per cent of emboli reach the upper 
extremity while 87.9 per cent reach the lower. 

On lodging, the sudden insult to the artery sets up 
a reflex arterial spasm which is extremely important in 
affecting the clinical course and outcome of the acci- 
dent. After a variable period of time, changes occur in 
the endothelial wall which lead to the formation of a 
secondary thrombus. Key1® states that this thrombus 
may start as early as two hours after lodgment or may 
not appear as late as twenty-four hours, the longest 
reported period between the onset and _ operation 
without gangrene. This probably depends on the amount 
of reflex arterial spasm present and the extent of ef- 
fective collateral circulation. Linton?! states that sec- 
ondary thrombi may occur as early as nine hours. 
These thrombi propagate distally and may completely 
plug all the tributaries and ramifications of the vessel, 
being hard to remove. On the other hand, proximal 
propagation is usually only a few centimeters and is 
easily removed. 

Emboli experimentally produced by Murray? revealed 
no reaction in the vessel wall at six hours, considerable 
change with adhesion at twenty-four hours, and a firm 
thrombolic adherence at forty-eight hours with an inva- 
sion of the clot and vascular wall by leukocytes. 

Considerable attention must be paid to the role played 
by reflex arterial spasm in this condition, the relief of 
which is important in treatment. That traumatic vascu- 
lar spasm is important clinically has been long recognized 
but little heeded. The occurrence of this condition fol- 
lowing external trauma was first reported in 1915 by 
Fritz Kroh, and forty-four cases were reported up to 
1935 in a review by Montgomery et al.2® That vascular 
occlusion will produce the same result is generally ac- 
cepted. The distally propagated thrombosis following 
occlusion is often very much narrower than that above 
the embolus, a fact which can hardly be explained other- 
wise than by spasm. Also, the experimental and clinical 
surgical observations of these vessels, together with the 
clinical relief and return of distal arterial pulsation ob- 
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TABLE I. 

Site of Embolus No. Cases Per cent 
Lungs 113 1.8 
Kidney 74 1.2 
Spleen 60 1.0 
Brain 32 .52 
Extremities 15 .24 
Intestines 16 eS 
Liver 1 -016 











TABLE II. PERCENTAGE DISTRIBUTION 
OF PERIPHERAL EMBOLI 








Site Dickinson De Takats Key 

(15 (16) (3) 

Aorta 4.5 10.1 4.5 
lliac 17.0 18.3 17.3 
Femoral 5.5 39.1 54.5 
Popliteal 11.0 9.8 11.3 
Axillary-brachial 12.0 16.0 11.8 














tained by vasodilating means, papaverine, local arterial 
sympathectomy, spinal anesthesia, paravertebral block, 
and lumbar sympathectomy, point toward this being a 
pernicious action amenable to treatment which may im- 
prove the outlook for circulatory restoration and obviate 
the necessity for embolectomy. 


Gangrene, usually of the dry type, is the end result 
of clinically significant peripheral emboli. Due to the 
excellent collateral circulation of the arm, it is not 
commonly found here, but where the circulation cannot 
be restored by embolectomy or by the release of vascular 
spasm permitting adequate collateral circulation, gan- 
grene is the usual result. This of course necessitates 
amputation which is often fatal due to the poor condi- 
tion of the patient as a result of the primary condition 
and the usually advanced age. 


Site of the Embolus 


Vascular emboli may lodge in any part of the body. 
According to Bull,? in a study of embolic incidence in 
6,140 autopsies, only the intestines and liver showed less 
of an incidence than the extremities (Table I). 

It is noted that the lungs were most commonly in- 
volved as would be expected with the much greater 
probability of occurrence following thrombophlebitis or 
phlebothrombosis. However, it is not likely that these 
figures reflect at all the true incidence since the relative 
care in searching for them varies, and the liklihood of 
detection is much greater in the case of the brain, 
spleen and kidneys where much more meticulous search 
for pathology is made. As shown, the extremities were 
involved in .24 per cent of all autopsies. 

A peripheral embolus usually lodges at the site of an 
arterial bifurcation where there is a definite decrease 
in the size of the distal branches. The lower extremity 
is involved seven times as often as the upper. Table II 
shows the percentage distribution of emboli in the more 
important locations as determined by several investi- 
gators. 
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Symptoms 


Considerable variation occurs in the initial manifesta- 
tions of peripheral embolism. Key?® states that the 
onset is usually one of sudden pain in the extremity, 
but from numerous other descriptions it becomes clear 
that while pain of maximum severity at the outset is 
probably most common, it is by no means invariable. 
McClure et al?? state that premonitory distress may 
be due to small emboli, not incapacitating, or to the 
movement of one which has straddled a bifurcation 
without being large enough to close either branch totally 
and which later slips into one or the other, causing 
major symptoms. Johnson’ states that the initial dis- 
tress may vary from a numbness to an acute pain, fol- 
lowed later by coldness, tingling, stiffness and paralysis 
or paresis. Dickinson® in reporting five cases stated 
that four had only slight pain at the onset but that 
all cases complained of numbness and inability to use 
the extremity as the first symptom. Rykert et al*! in a 
series of thirty-six cases found pain to be initial in 64 
per cent. It was of maximum severity at the onset in 
53 per cent, the others complaining of minor distress 
becoming maximal after an interval. Of the latter 47 
per cent, pain, numbness and coldness coincided in six 
cases, while in the remainder the onset produced numb- 
ness and coldness followed later by pain. 

The course of symptoms is usually that of the pain, 
numbness, and tingling lasting from twenty-four to 
seventy-two hours, followed by the lesser distress of 
ensuing gangrene or by the picture of vascular insuf- 
ficiency. These latter are dominated by an ischemic 
neuritis with paroxysms of pain over large areas of no 
particular nerve distribution, vasomotor changes, hyper- 
esthesia, coldness and intermittent claudication, and occur 
in those cases with sufficient collateral supply to pre- 
vent gangrene but not vascular insufficiency. Volkmann’s 
contracture may be a sequel of this course of events. 

The mechanism of pain production is of considerable 
interest. Two distinct factors are involved and deter- 
mine the nature of its initial manifestation. Where pain 
is maximum at the onset it appears to be due to reflex 
vascular spasm from irritation of the endothelium by 
the lodging embolus. This pain is sudden, very distress- 
ing, aching, and is located over the site of the embolus. 
The origin of this pain is suggested in its response to 
measures for the relief of vascular spasm such as papav- 
erine, paravertebral block, and lumbar sympathectomy 
as well as observations of the spastic state of the in- 
volved vessel. 

On the other hand, Lewis?® has nicely shown the part 
played by ischemia in the production of pain following 
arterial occlusion. This pain is due to ischemia of 
somatic musculature. It is not found in the occlusion 
of vessels serving organs without striated muscle, such 
as the brain, lungs or spleen. It starts first as a numb- 
ness, tingling and coldness with pain occurring later, 
located principally in a position distal to the level of 
the actual obstruction. It occurs about thirty minutes 
following the occlusion, depending on the muscular 
activity of the extremity involved. This- pain is not 
affected by relief of spasm except insofar as spasm 
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release provides sufficient improvement in the collateral 
circulation to relieve the ischemia. 

Study of the mechanism of pain therefore has pointed 
the way to the most effective medical measures of treat- 
ment available and offers some hope for the satisfac- 
tory treatment of a few cases without surgery. This 
will be further discussed under treatment. 


Signs 

On physical examination the earliest signs are those 
of pallor, loss of arterial pulsation and temperature re- 
duction. Pallor is early of a waxen hue, or it may be 
a marbling. Later it becomes a blotchy cyanosis which 
comes to show the demarcation limited by collateral 
circulation. Loss of arterial pulsation is most important 
in diagnosis and determination of the site of the embolus. 
Usually the site will be found to be at the bifurcation 
above the level of loss of pulsation. This, however, 
may be confusing because, as Agar! points out, a long 
or propagating embolus may show pulsation in the mass 
at some distance below the lodging place. Thus in com- 
mon femoral embolus it is possible to have a pulsation 
below Poupart’s ligament. Temperature change, cold- 
ness, is a sign as well as a symptom. It, too, is important 
in diagnosis and is generally easily recognized by gross 
examination. Skin thermometry is not necessary al- 
though it may aid in the determination of the line of 
demarcation. 

Within a short time diminished muscular power lead- 
ing to paralysis supervenes. With it there are diminished 
sensory findings with diminution or loss of reflexes. 
Anesthesia of the stocking type below the site of the 
embolus may be found. 

Several hours after the onset the clinical picture may 
be confused by the appearance of secondary venous 
thrombosis. This will cause a tendency to swelling and 
localized tenderness of previously empty veins. 

Gangrene will appear in the cases with untreated or 
unsatisfactorily restored circulations in degree depend- 
ent on adequacy of collateral circulation. This depends 
on a number of factors including the age of the patient 
with the varying degrees of arteriosclerosis in possible 
collateral vessels and the adequacy of the general circu- 
lation. In ariimal experiments Melzner (quoted by De 
Takats?) has shown that where the collateral arterial 
pressure below the site of ligation is less than 15 milli- 
meters of mercury thrombosis and gangrene result. 
The incidence of gangrene in reports varies consider- 
ably, with marked decrease under modern methods of 
treatment, both medical and surgical. McKechnie et al?* 
reported an incidence of 45 per cent gangrene ina series 
of forty-six cases of emboli seen over a ten-year period. 
In this series the age factor is shown in that the in- 
cidence was 73 per cent after the age of sixty, and 32 
per cent in younger patients. 


Differential Diagnosis 
While the diagnosis of embolism may be clear cut, 
difficult or impossible, it is not usually troublesome al- 
though at times some confusion may enter. The rela- 
tively sudden onset of the described symptoms and signs 
in an individual with the usual underlying causes should 
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make one immediately suspicious of the possibility. 
Where the onset is not so abrupt, more difficulty may be 
encountered. Arterial spasm without embolus may 
produce a similar picture but this is practically always 
on a basis of trauma, the history of which can be elicited. 
Primary arterial thrombosis can also produce this syn- 
drome but practically never occurs above the popliteal, 
ulnar or radial arteries, and smaller artery obstruction 
is usually cared for by adequate collateral circulation. 
Assisting in its elimination is the elicitation of a history 
of long-standing symptoms of coldness, numbness, in- 
termittent claudication, cramps, and paresthesias months 
or years before complete obstruction of gradual onset 
occurs in an individual with arteriosclerosis, often dia- 
betic. 

Thrombophlebitis should not be confusing, the local 
pain and tenderness, the cyanosis, the peripheral edema 
and increased temperature and the presence of arterial 
pulsation usually sufficing to identify it. Occasionally 
in phlebitis the arterial pulse may temporarily disappear 
due to vascular spasm. Also, the secondary venous 
thrombosis following arterial occlusion must not be al- 
lowed to confuse the picture. Buerger’s disease likewise 
exhibits a clinical picture which is usually not difficult 
of differentiation although sudden occlusion may be the 
first symptom. 

Arteriography has proved of very little assistance in 
diagnosis. It may help in locating the site of an em- 
bolus, but it is not a practicable procedure and is not 
considered necessary because the embolus nearly always 
is to be found at the bifurcation above the level of the 
physical findings. 


Treatment 


As McClure et al?7 state: “Because of the urgency 
of the situation, early diagnosis and prompt decisions 
are essential. As in perforated ulcer and many other 
surgical conditions, the number of hours after onset is 
one of the chief factors affecting the prognosis.” Before 
the use of anticoagulant therapy with or without surgical 
intervention, this was so true that, by some, embolectomy 
was considered useless after ten hours. More recently, 
assisted by the anticoagulants, surgery has accomplished 
a marked improvement in results, even in cases where 
treatment was delayed, and embolectomy where indi- 
cated can now be done with a far greater promise of 
success than formerly. “It is never the operation which 
kills the patient but the disease which makes the opera- 
tion necessary” (Griffiths®). 

Medical treatment is always justifiable at the start 
but should not be carried on alone more than the few 
hours which will suffice to determine its effectiveness. 
Relief of pain is effected by opiates, which should not 
be withheld. The position of the extremity may be im- 
portant. Formerly it was considered wise to elevate it, 
but more recently has been accepted the practice of 
lowering it 10 to 15 degrees to assist the collateral circu- 
lation by gravity (De Takats? and Barker et al?). 
Whisky has been advocated by Barker et al? in doses 
of 1% ounces every four hours. It is a good vasodilator. 
Probably more effective for relief of reflex spasm is 
papaverine which has come into use in the last decade. 
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After it had been shown that atropin was useless, Denk5 
tried papaverine intravenously in a patient fourteen hours 
after the onset and noted about thirty minutes later 
by capillary microscopy a dilatation of vessels which 
lasted about three hours. Repeating the injections, he 
observed that after the fourth injection the vessels re- 
mained open. He reported ten cases in which it was 
used, in six of which he obtained good results and in 
four of which the outcome was not a success. On the 
other hand, Griffith® reports unsatisfactory results from 
the use of papaverine. No well-controlled series throws 
any light on its real value, but it seems fair to assume 
that if results are to be obtained, it will be determined 
by the result of a single intravenous injection of one- 
half to one grain of papaverine hydrochloride intra- 
venously. If no restoration of circulation results within 
an hour, it should be regarded as ineffective. 

Sympathetic block has been advocated by Barker et al? 
if papaverine is ineffective. Roome*® reports the prompt 
and complete relief of pain following such treatment in 
two cases, but except for casual mention, it has few 
champions. Probably it deserves a better trial than it 
has been afforded, since the results can be evaluated 
in a short time if papaverine is found useless. 

These medical measures deserve carefully observed 
trial, and since not more than an hour or two need 
elapse before an adequate evaluation of their results is 
possible, their use is well justified. In all cases the 
surgeon should be immediately called and preparations 
for operative treatment made ready. Where medical 
measures are unsuccessful, restoration of circulation is 
possible only by embolectomy. Due to relatively recent 
introduction of measures to relieve vasospasm and pre- 
vent coagulation, the literature dealing with arterial 
embolism is predominantly surgical. While it is ob- 
vious that there is a greater tendency to report good 
results than poor ones, and while there are no large 
series of embolectomies performed by one surgeon, suffi- 
cient reports are available to establish beyond doubt the 
effectiveness of the surgical approach in saving lives 
and limbs. It is not the province of this paper to deal 
with the technical aspects of surgical treatment which 
are adequately covered elsewhere. 

In 1943, 690 cases with embolectomy were gathered 
by McClure et al?7 in a comprehensive review with re- 
sults that are definitely encouraging. As pointed out 
by Lund*° the experience of the surgeon in this work is 
of great importance and it would serve greatly the gen- 
eral results obtained if this work could be concentrated 
in the hands of one or two surgeons in a community. 
Lund?* showed that in a period of six years following 
the first embolectomy at the Boston City Hospital in 
1925, he could divide experience into two periods of three 
years each. These showed materially improved later 
results in the second period due entirely to improved 
skill. In the first three years he had 25 per cent suc- 
cessful results and a 67 per cent mortality, whereas 
in the second three years he showed 46 per cent suc- 
cesses and 27 per cent mortality. Where the legs only 
were involved, the earlier group showed 18- per cent 
successes and 64 per cent mortality, while the latter 
showed 55 per cent successes and 22 per cent mortality. 
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In a series of twenty-nine cases without operation, 8 
per cent recovered and the mortality was 85 per cent. 
These figures speak for themselves. 

Regardless of experience of the surgeon it is agreed 
that the most important factor leading to success is 
the reduction of the interval between onset and opera- 
tion. Johnson’ states that results are poor after ten 
hours, nil after forty-eight hours. Dickinson® says they 
are good under eight hours, poor after twenty-four 
hours. Agar! reports a “reasonable” chance under six 
hours, with recovery rare after twelve hours. McKech- 
nie et al?® would avoid delay over three hours, obviously 
difficult to prevent. Lund?4 reported no successes after 
nine hours. Murray! in an early report of nine suc- 
cesses out of seventeen cases showed that eight of these 
were in patients operated under six hours. Key,!® in 
reporting 382 collected cases with 22.5 per cent good 
results, found that among those operated upon under 
ten hours, the outcome was successful in 55.8 per cent. 
Danzis,* in estimating the influence of the time interval 
between onset and operation on the outcome, found that 
under four hours 62 per cent showed restored circula- 
tion; from four-to eight hours, 50 per cent; from eight 
to twelve hours, 25 per cent; and from twelve to twenty- 
four hours, 21 per cent. He found no authentic report 
of success after forty-eight hours, explaining any such 
successes on probable collateral circulation development. 

The foregoing results are those obtained without the 
use of anticoagulants and comprised the great majority 
of reported cases up to this time. A new chapter in 
treatment seems to have been added with the introduction 
of heparin, which will be discussed later. 

While the importance of early diagnosis and treat- 
ment cannot be too strongly stressed, it is recognized 
that very occasionally results may be obtained in cases 
with delayed operation so that the opportunity should not 
be denied on that basis alone, especially with the anti- 
coagulants available. 

The risk of surgery is relatively small in these cases 
even though the patients are often very ill and not in- 
frequently quite old. While mortality following opera- 
tion is not insignificant, it is so much better than in 
non-interference that operation is rarely contraindicated 
even though the risk seems grave. Emphasized by 
McClure et al, Pemberton? states, “There is no estab- 
lished operative procedure of equal simplicity, frought 
with so little risk, with such dramatic potentialities, 
that has been so woefully neglected as embolectomy.” 
Choice of anesthesia is not difficult. Danzis* states that 
the type of anesthesia is noncontributory to the out- 
come. Considering the gravity of the underlying disease, 
it is difficult to accept that without reservations. Local 
anesthesia, however, is favored by most authors. Re- 
gional or block anesthesia was advocated by Danzis. 
Spinal anesthesia has been recommended by some, but 
opposed by others because of the hypotension which will 
further impair an already diminished circulation. 

Multiple operations have been necessary in a number 
of patients who had recurrent emboli, and they have 
been well tolerated. That recurrent embolism should be 
treated surgically is well supported by the several cases 
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reported in whom the tendency to embolism stopped 
and recovery ensued. 

The use of anticoagulants has divided the history of 
treatment of arterial emboli into two periods, that before 
and that after their introduction. Dicoumarol is too 
recent to judge its value adequately but the results, in 
conjunction with heparin, are promising. Heparin, how- 
ever, has been an outstanding boon to the vascular sur- 
geon, and -the results obtained have established its place 
in therapy. Practically all reports of cases operated 
upon since 1940 indicate the use of heparin. Discov- 
ered about 1916 by Howell, it was not until about ten 
years ago that a sufficiently purified solution was pre- 
pared for satisfactory clinical use. Widely distributed 
in body tissues, especially lung and liver, its action in 
the body is probably that of an antiprothrombin. Large 
amounts of it are liberated in anaphylactic shock mak- 
ing the blood incoagulable for long periods. Its fate 
in the body is unknown. Experimentally its value in 
vascular disease was suggested by the results of Mur- 
ray and Best? who found the removal of experi- 
mental emboli from dog arteries was always followed 
after twenty-four to seventy-two hours by thrombus 
formation plugging the artery, whereas this was pre- 
vented in all cases by the use of heparin. Clinically they 
report an unfavorable case in which operation was under- 
taken twenty-five hours after the onset of symptoms 
involving both common iliac and femoral arteries. Re- 
moval of the emboli revealed “some stickiness of intima,” 
but with heparin circulation was restored. The pa- 
tient died on the fifteenth postoperative day, and autop- 
sy revealed perfectly healed vessels. These authors 
suggest the use of heparin in inoperable cases to prevent 
further extension of the thrombus and preserve the 
maximum amount of collateral blood supply. Broth” 
reports a case of tumor (sarcoma) embolus in which 
he had to reopen his incision four times because of throm- 
bolic plugging of the artery after closure. The fifth 
clearing of the artery was associated with heparin ther- 
apy, local and general, and recovery resulted. Nu- 
merous other authors have since attested to the value of 
heparin in conjunction with embolectomy. 

Heparin is administered intravenously. Some workers 
insist on its continuous administration in an amount suf- 
ficient to keep the coagulation time at fifteen minutes, 
usually requiring a flow of 25 to 30 drops per minute 
of a saline solution containing 100 milligrams of heparin 
to 1,000 cubic centimeters. The coagulation time should 
be tested every few hours to determine the rate of 
administration. Lesser1® advocates the use of 100 milli- 
grams of heparin every three hours to avoid the large 
amounts of fluid given when the continuous flow is used. 
He states that at the end of three hours the coagulation 
time is still satisfactorily prolonged. This suggestion 
has merit, especially in those cardiovascular patients 
who should have a restricted fluid intake. 

Dicoumarol will probably have an important place in 
therapy in association with heparin. Of recent introduc- 
tion, few reports are available. Wetherell*? reports 
four cases in which it was successfully used. Barker 
et al? report six cases with good results, one patient 
dying of heart failure as the result of an underlying 
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myocardial infarction. Where used, the dosage must 
be guided by the prothrombin time, considerable care 
being exercised to avoid overdosage which may other- 
wise result. Its disadvantage lies in its delayed action, 
forty-eight hours or more being necessary to determine 
how high the prothrombin time will go, and in the 
marked variability in its action on different patients. Its 
great advantage lies in its being given by mouth. Hepa- 
rin is always used with it at the start and discontinued in 


_ about forty-eight hours or when the prothrombin time 


reaches 20 to 30 per cent of normal. 
Considering the foregoing, a suggested program of 
treating arterial emboli is presented: 


1. Treatment must be started immediately. 

2. Room temperature of 80° to 85° F. is used. Heat 
is to be avoided. 

3. Lower the extremity and wrap in cotton. 

4. Give 1 ounce of whisky every three hours. 

5. Administer papaverine % to 1 grain intravenously. 

6. If circulation is not restored in one hour, sympa- 
thetic block may be tried. 

7. If sympathetic block is not effective, embolectomy 
is performed following the administration of heparin. 


Results 


While the results of the surgical approach in the treat- 
ment of arterial emboli predominantly attest to its value, 
consideration must be given to those dissenters who have 
not been impressed with it and mention must be made 
of passive vascular exercise as developed by Reid and 
Herrmann. Rykert et al*1 found embolectomy unsatis- 
factory and reported 50 per cent restoration of circula- 
tion by passive vascular exercise. They advise against 
embolectomy. Linton,?? in fifteen cases treated by pas- 
sive vascular exercise, was able to save the circulation 
in nine. Lund,?3 in considering the latter, finds no justi- 
fication for it, but Linton?? believes it may be of use 
following embolectomy. There is, therefore, insufficient 
data to indicate that passive vascular exercise is to be 
seriously considered. Undoubtedly there are cases with 
unusually good collateral circulation where medical 
measures might save an extremity, but too often the lat- 
ter will leave a vascular insufficiency with ischemic 
symptoms and signs which might be avoided with mod- 
ern surgical approach. 

The earlier reports of surgical treatment show a 
considerable variation in results, possibly reflecting in 
part the variations in experience, surgical ability and 
individual factors in the patients contributing to success 
or failure. As previously stated, for a leng time em- 
bolectomies were reported only by the Swedish workers. 
In 1921-1922 Key15 quoted thirteen successes out of 
forty-five cases. The first embolectomy in Great Britian 
was reported in 1925, and up to 1934 only twenty cases 
had been reported there, with 50 per cent success. Key’s 
review!® of 382 Swedish cases to 1936 showed 59.4 per 
cent mortality, 22.5 per cent good circulatory results, 
and 18.1 per cent recoveries after amputation. If only 
the cases operated upon under ten hours are included, 
good results were obtained in 55.8 per cent. Nystrom 
(quoted by McClure et al5) reported that of thirty-nine 
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embolectomies performed in one clinic, about half were 
followed by satisfactory circulation. Griffiths, reporting 
fifteen years’ experience to 1940, had eleven successful 
results in twenty attempts. Four of these successes 
involved the arms. 

Late studies of surgical results are not common, mak- 
ing the report of Strombeck#? on late results especially 
interesting. His collection of 372 Swedish cases showed 
early results comparable to those of Key.16 Following 
these through he states that of the successful results 
three-fourths of the patients were alive at the end of a 
year, one-half at the end of three-years, one-third at 
the end of five years, and one-eighth at ten years. Key,1¢ 
reporting results on forty-eight cases from one hospital, 
states that most were alive at two to three years, one- 
third alive at ten years and two were alive after fifteen 
years. 

The American reports have been on the whole less 
favorable. As late as 1942 Dickinson® reported five 
deaths out of six patients, following embolectomies, 
four of which were after a greater than ten-hour inter- 
val. Out of three cases, Massey and Steiner? had two 
recoveries, in both of which operation was performed 
within three and one-half hours. Linton?2 reports only 
four recoveries out of twelve patients. Rykert et al*! 
had an unsuccessful experience with eleven embolec- 
tomies. They state that they had 20 per cent recovery 
on symptomatic therapy and did not advise embolectomy. 
Zierold** reported 87 per cent mortality in eleven surgi- 
cal cases as against 72 per cent in the non-operative 
cases. Koucky et al,17 reporting twenty-five cases at 
Cook County Hospital between 1928-1938, had three 
embolectomies with three deaths. On the other hand, 
McClure et al?? had three successful embolectomies in 
eight patients. Lesser!® reported four successful surgi- 
cal results in three patients after intervals of four and 
one-half, twelve, thirteen and fourteen hours. Griffiths’® 
series of five patients who were operated upon showed 
three successful results. One of these, after a seventeen 
and one-half hour interval, developed an ischemic con- 
tracture. Murray?! reported seventeen operations in a 
series of thirty peripheral emboli. Nine of these pa- 
tients made good recoveries (eight were operated upon 
under six hours), while eight had the circulation re- 
stored but died of other causes, some embolic. Lund’s 
experiences?4 at Boston City Hospital, fifty-five peripheral 
emboli in seven years, showed no successes after nine 
hours had elapsed. Among those not operated upon, 
8 per cent recovered while 35 per cent of twenty-seven 
operated upon recovered. 


While these results stress the value of early opera- 
tion, the reported satisfactory outcomes! after thirty- 
nine and twenty-seven hours without .anticoagulants, 
show that delay alone does not contraindicate surgery, 
even though the chance of success is small. 


The most significant era of surgery in arterial em- 
bolism seems to have been opened in the last few years 
with the introduction of anticoagulants as adjuncts to 
surgery, and the few reports available show a marked 
improvement in results from embolectomy. It has been 
possible to collect fifty-two cases in which heparin has 
been used, a few in conjunction with dicoumarol. Fifty 
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recoveries are reported. While controlled series are not 
available, the reports leave little doubt as to the results. 
Among the earliest advocates of heparin therapy, Murray 
and Best? in 1938 reported five embolectomies with four 
recoveries. In 1940, Groth! reported a case in which 
a sarcoma tumor embolus was removed from a femoral 
artery in which thrombus occlusion occurred at the site 
of and immediately after closure of the artery four times. 
Following the fourth thrombosis heparin was used 
locally and intravenously and a satisfactory result was 
obtained. McFarlane?5 reported a case of mitral stenosis 
in which four successive emboli were treated surgically 
and heparinized with good results, after which no further 
episodes occurred. Lindgren and Wilander?° reported 
eight embolectomies with seven successes, in one of 
which operation was performed after a four and one- 
half day interval. Ravdin and Wood*® described a suc- 
cessful operation on a saddle embolus of the bifurcation 
of the aorta. 

Lesser,18 using 100 mg. of heparin every three hours 
reported four successful operations following four and 
one-half, twelve, fourteen and thirteen hour intervals. 
Murray*4 described seventeen embolectomies in which 
the circulation became and remained normal in all. This 
is the most impressive series of heparin treated embo- 
lectomies. Later he*5 described five consecutive suc- 
cessful aortic embolectomies. One of these was especial- 
ly interesting in having three other emboli, two femoral 
and one cerebral, with recovery from all. The recur- 
rences all came several days after heparin associated 
with previous operations had been stopped. Two of his 
patients developed further emboli in spite of heparin and 
died. 

Reported from so many diverse authors, these results 
of embolectomy with heparin treatment are remarkable 
in comparison with the earlier results reported. 


Report of Cases 


The following experiences with peripheral arterial 
emboli at Ancker Hospital, St. Paul, have prompted the 
present discussion of the subject. 


Case 1—Mss. E. G., aged seventy-seven, with diabetes 
and congestive heart failure, was admitted to the hos- 
pital three days after the onset of pain in the left leg, 
with absent femoral pulsation in a cold, white leg. She 
was moribund and died forty-eight hours later. 


This patient is obviously an example of neglect in 
early care and in her moribund condition not a subject 
for embolectomy. 


Case 2.—Mrs. A. G., aged sixty-four, with hyperten- 
sive heart disease and auricular fibrillation, was admit- 
ted to the hospital with severe pain of sudden onset in 
the left leg of twenty-four hours’ duration. The leg 
was cold with blotchy cyanosis and no pulsation below 
the femoral artery. Embolectomy was suggested thirty 
hours after onset but refused by the surgeon. Ampu- 
tation one week later was followed by gangrene in the 
stump and death occurred after one month, 


While this was a comparatively late case, embolectomy 
should probably have been attempted. 
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Case 3—Mrs. W. C., aged sixty-one, with rheumatic 
mitral and aortic valvular disease, was in the hospital 
convalescing from congestive heart failure. On April 
30, 1941, she was awakened with severe pain in the right 
foot followed by numbness of the leg with coldness, 
pallor and marbled cyanosis. No arterial pulsation in the 
femoral artery or lower could be elicited. A line of 
demarcation appeared below the knee. Symptomatic 
treatment was given. Death occurred nine days later. 
Autopsy showed thrombus formation in the right ex- 
ternal iliac artery and the left auricle. 


This case offered a favorable opportunity for em- 
bolectomy which should have been tried in the absence 
of response to symptomatic therapy. 


Case 4—Mr. F. A., aged fifty, with no significant his- 
tory, was well until ‘the onset of a diarrhea three days 
before admission to the neurological service on June 5, 
1943. Three hours before admission, pain of gradual 
onset appeared in the right hip, progressing to an ex- 
cruciating character. On admission the leg was cold, 
paralyzed and the pulses not felt. A diagnosis of em- 
bolism was made, but a surgeon was not consulted. 
Nine hours later he developed severe lower abdominal 
pain with diarrhea and died nine hours later. Autopsy 
showed thrombosis of the common iliac artery extend- 
ing 6.5 centimeters into the aorta. There was also a 
purulent pericarditis and pyelonephritis. 


Here again was a case where clinically the indications 
for surgery were present. The general condition as re- 
vealed at autopsy would doubtless have prevented re- 
covery, but they were not diagnosed antemortem. 


Case 5—Mr. J. L., aged fifty-nine, with history of a 
stroke in 1939, was admitted October 21, 1941, to the 
surgical service with severe pain of sudden onset and 
coldness of the left leg of two days’ duration. Surgery 
was not considered, dry gangrene resulted and supra- 
condyloid amputation was performed November 4, 1941. 
The patient died one week later. Autopsy showed 
marked coronary disease with left ventricular mural 
thrombus, and the pathologist considered the leg lesion 
to be thrombotic. 


The relatively late appearance of this case mitigated 
against a successful surgical result, but it probably 
should not have been considered hopeless. 


Case 6.—Mrs. A. B., aged sixty-two, was admitted to 
the hospital June 1, 1939, with a history of hypertensive 
heart disease with decompensation. Twenty-four hours 
before admission she experienced pain in the right foot, 
followed by numbness and shooting pain in the leg. 
Examination showed congestive heart failure and numb- 
ness and coldness in the right leg below the inguinal 
ligament. , Pulse, which was felt in the femoral artery, 
stopped 2 inches below the inguinal ligament. Surgery 
was not considered, and symptomatic therapy (includ- 
ing papaverine) was unsuccessful. Death resulted June 
28, 1939. Autopsy revealed rheumatic mitral endocard- 
itis and occlusion of the right common iliac artery. 


Again, while twenty-four hours elapsed before seen, 
this patient might have benefited by surgery. The 
occlusion when first seen was below the level of the 
inguinal ligament, being later propagated proximally 
to involve the. common iliac artery. 
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Case 7.—Mrs. J. E., aged twenty-six, a hospital pa- 
tient with pulmonary tuberculosis and rheumatic heart 
disease, on August 22, 1940, complained of severe 
pain in the right leg, alternating with numbness. The 
leg was white and waxy. Surgery was not considered, 
and death occurred twenty-four hours later. Autop- 
sy was denied. 


This was the second case in which recognition of 
the embolus was possible almost immediately after 
the lodgement, and the patient was probably a likely 
candidate for surgery. The tuberculosis did not appear 
to be a contraindicating factor. 


Case 8—Mrs. H. L., aged seventy-six, with a diag- 
nosis of coronary arteriosclerosis and cardiac decompen- 
sation, was admitted to the hospital six hours after the 
onset of pain in the left hand, followed by coldness and 
pallor in the arm, with no arterial pulsation in the ax- 
illary artery or distally. The surgeon was not consulted. 
She was treated symptomatically and died sixty hours 
later. Autopsy was denied. 


This patient would probably not have benefited by 
operation in view of the failure to live longer than sixty 
hours following admission. . Seen early, however, she 
should probably have had the opportunity of attempted 
embolectomy. 


Case 9.—Mrs. J. O. D., aged thirty-five, was well until 
admission for a stabbing pain in the rectum and lower 
back, the onset of which was twelve hours before she 
was seen. This pain radiated to the back of both legs 
and was associated with numbness, coldness, paralysis, 
absent femoral pulsation, and mottled discoloration of 
the left leg to the knee. After a short period of im- 
provement of the heart and general condition, she pur- 
sued a downhill course to death in two weeks. Autopsy 
showed a left common iliac occlusion, mitral stenosis, 
recent myocardial infarction and ventricular mural 
thrombus. 


This patient in retrospect appears to have been a good 
candidate for embolectomy when first seen. Operation 
was apparently not considered. 


Case 10—Mr. M. D., aged seventy, with no significant 
history, was admitted two weeks after the sudden onset 
of a severe pain in the right leg which later turned blue 
and cold. A line of demarcation was present below the 
knee. He had coronary heart disease with auricular 
fibrillation. Death occurred twenty-four hours after 
admittance. Autopsy was refused. 


This patient was obviously not a candidate for surgery. 


Case 11—Miss E. E., aged seventy-six, with mitral 
stenosis and auricular fibrillation, had had a severe -pain 
in the right arm three weeks before admission, followed 
by inability to use the arm. One day before admission 
she had a similar severe pain in the left leg. No pulsa- 
tion was found in the right axillary and left popliteal 
arteries and tributaries. Severe pain persisted in the 
leg and arm. Operation was not considered. Sympto- 
matic treatment was used, and the patient died one month 
_ after a gradual downhill course. Autopsy was 

enied. 


This patient did not develop gangrene, and it is diffi- 
cult to determine the effect of the emboli on the out- 
come. It is likely that an operation would not have 
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altered the clinical course, but embolectomy might have 
added much to her comfort. Indications for surgery 
must be regarded as questionable in this case. 

Three cases of gangrene were noted in the records in 
which emboli may have been the etiology. In one of 
these there was thrombosis of the aorta and common 
iliac arteries while in another there was thrombosis of 
the external iliac artery. In all three the clinical his- 
tories could have been interpreted as indicating embol- 
ism. 

A review of this unimpressive collection of failures 
in treatment reveals several deficiencies which are not 
uncommon where the profession is not alert to the 
problem. Delay in admission is not always the fault 
of the physician, but it is not uncommonly so. One 
patient was obviously not amenable to treatment, having 
been admitted two weeks after the onset. Two patients 
were admitted after two to three days’ delay; three 
were admitted after an interval of twenty-four hours. 
In the light of earlier experience these would not have 
been considered good candidates. On the other hand, 
two patients developed their emboli while in the hos- 
pital, and three were seen after intervals of three, six, 
and twelve hours respectively. These should all have 
been considered for surgery. A more serious -indict- 
ment, however, is the lack of consideration of the surgi- 
cal approach. In only one case was the surgeon asked to 
see the patient and in this he advised against surgery. 
In only one case was the patient admitted to the surgical 
service, and that after an interval of twenty-four hours. 
Operation was not considered. In all other cases the 
patients were admitted to non-surgical services and op- 
eration was never considered. First among the lessons 
to be gleaned from this study, and important if nothing 
else is learned, is the fact that the profession is in- 
sufficiently alert to this problem and much may be 
gained by intelligently directed dissemination of infor- 
mation in this direction. 


Discussion 


Location of an embolus necessitates certain considera- 
tions in treatment. Greater risk than is apparent may 
be associated with involvement of the popliteal artery 
because of the danger to the collateral circulation about 
the knee. Special consideration to emboli in the arm 
is necessary because of the better collateral circulation 
available. It is believed by several (Lund, DeTokats) 
that operation in an upper extremity is seldom indi- 
cated. Lund’s analysis? showed that embolectomy in 
the arm is twice as likely to be successful as in the 
leg although the ultimate results, as far as life is con- 
cerned, show little difference if no operation is per- 
formed. Gangrene did not occur in Lund’s non-operative 
cases, doubtless influencing greatly his opinion. Gan- 
grene, though infrequent, does, however, occur in the 
upper extremity and there must be considerable doubt 
as to the wisdom of non-operative treatment in the arm 
if medical treatment over a short time is not success- 
ful. 

Embolism in the aorta deserves special recognition 
because of its serious implications when not operated 
upon and because of the promising results from opera- 
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tion. Spontaneous recovery is rare but has been reported. 
In 1921 Hesse?2 colleeted a series of forty-two cases, the 
embolus being located at the bifurcation in twenty-five 
cases, in the abdominal aorta above the bifurcation in 
twelve, and in the thoracic aorta in two. Sudden death 
was rare, over half living a week or more. Griffith® 
in 1938 collected reports of 128 cases, twenty-seven with 
operations and nine successes. The latest available col- 
lection is that of McClure?’ in 1943, who found seven- 
teen successful cases. The most impressive group is 
that of Murray,25 who reports five successful cases, 
in all of whom heparin was used. There is some dif- 
ference of opinion as to the surgical technique, but the 
consensus is that the extraperintoneal abdominal approach 
is advisable. With a prepared surgeon at hand, the 
treatment of aortic embolism at the present time appears 
promising. 

The recent report of Barker et al? in which medical 
treatment is advocated and a series of six consecutive 
recoveries reported, with no failures, is extremely inter- 
esting. Nothing approaching this has been reported else- 
where, and their recommended regime, which is essen- 
tially that advised earlier in this paper (except that they 
would wait twelve hours for relief or spasm), certainly 
merits trial. These patients had waited as long as twen- 
ty-four hours before therapy was started. It must be 
noted that the authors did not claim that recovery meant 
an entirely normal circulation, for usually persistent im- 
pairment or absence of arterial pulsation or evidences 
of mild to moderate arterial insufficiency with ischemia 
remained. Function, to a degree only, was restored in 
all. Such limitation of response must temper one’s 
enthusiasm for medical treatment especially in view of 
the good results, as regards adequate circulation, re- 
ported by Murray. 

Further experience with surgical approach assisted 
by heparin and dicoumarol will indicate how long 
it is safe to risk medical treatment. It would seem 
possible to determine the results of antispasmodic ther- 
apy within a few hours’ time, placing less of a risk on 
the surgical treatment when it becomes necessary. 


Summary 


The complete failure to save a single life in the com- 
plete series of eleven cases of peripheral arterial emboli 
in a large municipal hospital over a period of thirteen 
years is analyzed. 

The factors predisposing to unsatisfactory therapy 
are: 

1. Failure in calling early medical attention. 

2. Lack of prompt hospitalization and medical care 
when first seen. 

3. Lack of general awareness of medical treatment on 
the part of the general practitioner and internist who 
see the cases first. 

4. Lack of awareness of the satisfactory results which 
surgery can provide. 

5. Lack of surgeons properly trained and interested 
in this problem. 

A review of broad cross-section of experience with 
this problem is given. 
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A plan is outlined for the treatment of peripheral ar- 
terial occlusion that promises much more successful re- 
sults in these cases than have been heretofore obtained. 





References 

1, Agar, ms Peripheral arterial embolism. Brit. M. J, 
2:101, 1943 } 

2. Barker, N. W.; Hines, E. A., Jr., and Kvale, W. F.: Acute 
Sig f occlusion, Minnesota fled., 29:250, 1946. 

3. Bull, Quoted by McClure et al.27 

4. Dancis, beans Arterial embolectomy. Ann. Surg., 98:249, 

5. Denk, W.: Zur Behandlung der arteriellen Emboli. Munch, 

Med. Wehnschr., 81:437, 1934. 

6. DeTakats, G.: ascular accidents of the extremities. J.A. 
M.A, 110: 1075, 1938, 

YB ad ctakats, G.: Arterial occlusion. Am. J. Surg., 33:60, 

8. Dickinson, A. M.: Embolism of the peripheral arteries, 

| a one. 57: 508, 1942. 

9. Cniiks D 5 ‘L.: “Arterial embolism. Lancet, 2:1339, 1938, 

10. Griffiths, D. L.: Quoted by ey et al.” 

11. Groth, K.: * Tumor of th femoral artery. 
Surgery, 8:617, 1940. 

12. Hesse, E.: Uber die Embolie und Thrombose der Aorta 
abdominalis under ihre operative Behandlung. Arch. f. klin. 
Chir., 115: ot, 1921, 

13. Hopkins, Yeo arterial embolectomy. Brit. M. 
i ae 117, ely 28) 1945. 

14. Johnson L.: Thromboembolic phenomena. Northwest 
fed., 41:241, 1942. 

15. Key, E.: Ube ber Embolectomie. Acta chir. Scandinav., 
54:3 339, 1921-2 

16. Key, E.: tEmbolestomy, Br Brit. J. ps 24: has 1936. 

17. Kouc +, and Hoffma - M.: Peri- 

heral tend embolism. p= J. Surg., 30; :39, 1940. 

18. ser, A.: Embolic arterial occlusion of the lower ex- 
pouiies, J.A.M.A., 112:285, 1943. 

19. Lewis, T.: Pain in embolism. Clin. Se., aod: 1936. 

20. Lindgren, S., and Waeete, O.: Use of heparin in vas- 
cular ek Act. Scandinav., 107:148, 1941, 

21. Linto Peripheral arterial embolism. New Eng- 
land J. =, 224: 189, 1941 

22. Linton, R. Acute peripheral arterial occlusion. New 
England J. Med., 216:871, 

23. Lund, C. C.: Embolectomy for peripheral embolism. Surg., 
Gynec. & Obst., 69:117, 1940. 

24 a C. C.:” Arterial embolism. Ann. Surg., 106:880, 

25. McFarlane, J. A.: Multiple emboli treated surgically. Brit. 
M, J., 1:971, 1940. 

26. ae L. W. C., and Seciner, P.: Peripheral arterial em- 

Lancet, | 1:245, 194 
27. Meclure R. D., and Harkins, H..N.: Recent advances in 


the treatment of peripheral arterial embolism. 
14:747, 1943. 

28. McKechnie, R. E., and Allen, E. V.: Study of 100 cases 
of Embolism and thrombosis. Proc. Staff Meet., Mayo 
Clin., 10:678, 1935. 

29. Montgomery, A. H., and Ireland, J.: Traumatic segmentary 
Arterial spasm. J.A.M.A., 105: i741, 1945. 

30. Murphy, J. B.: Embolism of the iliac artery. J.A.M., 
52:1601, 1909. 

31. Murray, D. W. G.: 
M.A.J., 35:61, 1936. 

32. Murray, G. D. W.: Heparin in thrombosis and bolism 
Brit. Surg., 27:567, 1939-40. 

33. Murray, G. D. W., and Best, C. H.: The use of heparin 
in Thrombosis. Ann. Surg., 108:163, 1938. 

34. Murray, G.: Heparin in thrombosis and blood vessel surgery. 
Surg., Gynec. & Obst., 72:340, 1941. 

35. Murray, G.: Aortic embolectomy. Surg., Gynec. & Obst., 
77:157, 1943. 

36. Pearse, H. E., Jr.: Embolectomy for arterial embolism of 
the extremities. Ann. Sur a 98:17, 1933. = 

37. Pemberton, J. de J.: Embolectomy, report of three cases. 
Ann. Surg. #7: 642, 1928. 

38. Ravdin, a and Wood, F. C.: Saddle embolus of the 
Aorta. pM, Surg., 114: 834, 1941. 

39. Riddell, V. H.: mbolectomy. Proc. Roy. Soc. Med., 30: 
684, 1937. 

40. Roome, N. W.: Prmpetiete blockade in peripheral vascular 
Accidents. Canad. J., 44:594, 1941 

41. Rykert, H. E., ¥ Goshen, D Fan problems in the 
diagnosis, prognosis and treatment of acute arterial occlu- 
sion. Am, Heart J., 15:395, 1938. 

42. Wetherell, F. S.: —— ———— of the extremities. 
New York Giete Med., 5, 1944, 

44. Zierold, A. A treatment p< embolism. J.A.M.A., 
101:7, 1933. 

47. Strombeck, J. P.: The late results of embolectomy per- 
formed on arteries of the greater circulation (Sweden 1913- 
32). Acta. chir. Scandinav., 77:229, 1935-36. 


Surgery, 


Embolism in peripheral arteries. Canad. 





Discussions 
Dr. A. A. ZIEROLD, Minneapolis : It has been extreme- 


ly interesting to hear this excellent review of a subject 
which should be of considerable interest to everyone. 
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Dr. Borg has stated that peripheral arterial embolism is 
much more common than we are led to believe. I be- 
lieve this statement can be borne out by each one’s per- 
sonal experience if carefully recorded. Some years 
ago, at the instigation of Dr. George Fahr, I became 
interested in arterial embolism and in the course of about 
eighteen months collected twenty-eight cases which were 
treated surgically and which were reported. During 
the years following, I have accumulated fifteen or sixteen 
more. As my interest has subsided, I have seen fewer 
and fewer cases. The basis for any remarks which I 
may have to offer is this personal experience. 


All of the cases to come under my observation were 
secondary to some cardiac disorder and the arterial em- 
bolus was in each instance a fragment of some cardiac 
thrombus. Following the lodgment of an embolus at 
some narrowed point in the artery, usually a major 
bifurcation, what is called a secondary thrombus devel- 
ops. Properly speaking, this is not thrombus but intra- 
vascular clotting, which is characterized by the appear- 
ance of fibrin threads. It is this long distal clot which 
most often defeats any surgical procedure. As Dr. 
Borg has stated, it is common experience that the ma- 
jority of arterial emboli lodge in the lower extremity 
at the bifurcation of some major vessel. The diag- 
nosis of peripheral arterial embolism is relatively simple. 
The cardinal points Dr. Borg has emphasized. The 
difficulty in treatment is to impress on the house staff 
the necessity for early diagnosis. When gangrene be- 
comes evident, treatment is limited to amputation. There 
are several methods of determining the location of a 
peripheral embolus and the extent of the damage in- 
curred. Of these, I believe the best to be palpation of 
the affected vessel itself. Irrespective of oscillometer 
readings, color or temperature changes, a peripheral 
embolus can be located definitely by the following rule: 
If a peripheral arterial embolus exists, it will be found 
at the first major bifurcation above which there is pulsa- 
tion. For example, if a femoral pulse can be felt above 
the profunda femoris but not below, the embolus will 
be found at the union of the profunda femoris with the 
main trunk, 


The prognosis in the surgical treatment of embolism 
is dependent upon two factors, elapsed time following 
onset and the degree of occlusion of the vessel follow- 
ing the lodgment of the embolic mass. If the artery 
is suddenly and completely occluded by an embolus, no 
clots, either proximal or distal, will form. If, however, 
the vessel is incompletely blocked and there is a leak- 
age about an irregularity of the embolus, a long tail-like 
clot will form which cannot be removed from the distal 
portion of the artery. In either event, the shorter the 
elapsed time the better the prognosis. In occlusion of 
the major vessels of the upper extremity, it has been my 
experience that surgical treatment has not been necessary. 
Likewise, emboli at the bifurcation of the popliteal ves- 
sel, if untreated, rarely result in gangrene. If gangrene 
does develop, it is unusual that more than the tips of the 
toes are lost. In my hands, the surgical treatment of 
emboli at this point is no better, if as good, as medical 
treatment. In my own cases, 75 per cent survived opera- 
tion but of all the cases only 30 per cent maintained ade- 
quate circulation through the affected vessel. It is prob- 
able that, with a careful use of heparin, di¢oumarol, and 
papaverine, this figure will be considerably increased. 


Dr. Moses Barron, Minneapolis: Dr. Borg presented 
a very interesting paper on the embolic phenomena in 
peripheral blood vessels. He showed: that we cannot be 
too optimistic about the results of present-day treatment 
although the use of anticoagulants seems to have im- 
proved the results. My experience with this type of 
case is very small. In two cases in which I was asso- 
ciated where embolectomy was performed, both patients 
died. In one case treated medically, the patient sur- 
vived. This patient had been seen several weeks pre- 
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viously, and she was suffering with an advanced case of 
heart failure. One day I was called and informed that 
the patient had suddenly developed pain in one leg with 
resulting numbness. She was sent to the hospital where 
I saw her about twelve hours after the onset. I gave 
her papaverine subcutaneously, applied warmth and rais- 
ed the head of the bed about 12 inches. The foot ap- 
peared cold and the patient could not move either the 
foot or toes. She appeared very weak, almost in shock. 
She complained of pain in the foot especially at night. 
The next morning when I saw her the leg had turned 
a grayish cyanotic color and this at once showed the 
seriousness of the condition. The next day blotches were 
scattered over the leg from the knees downward and 
the line of demarcation was present around the leg just 
below the patella. I had been in Toronto several weeks 
previous where there was presented a method of treat- 
ment of peripheral vascular disease which appeared to 
be promising. Since the method caused no serious reac- 
tions, I decided to try it on this patient. I mixed 25 
c.c. of ordinary anesthetic ether with 1,000 c.c. of normal 
saline and added 150 mg. of niacine. This mixture was 
given intravenously very slowly so that it would take 
at least two hours to run in. The next morning the 
leg appeared definitely better; on the second day after 
the treatment the discoloration had completely disap- 
peared and only faint blotches remained. The patient 
was feeling better. The blocking of the artery appeared 
to be just below Poupart’s ligament at about the bifurca- 
tion of the profunda femoris. No pulsation was evident 
anywhere below this point. She was given twelve daily 
injections, then a rest of a week and then another dozen 
injections. The change in the circulation was most 
striking. The-color of the leg returned to normal, she 
was able to move the foot and wiggle the toes. How- 
ever, no pulsation appeared in the arteries. I then started 
sitting her up with the feet dangling. At first this 
caused much pain; the length of time of sitting up 
had to be increased very slowly. Because of the finan- 
cial status of the patient, I had to send her to the Gen- 
eral Hospital for further treatment. Several weeks 
after her admission there, I was informed by the resi- 
dent that she was getting definitely better. 

This case shows what this type of treatment can do 
in arterial obstruction. Of course, one does not know 
the final result yet. I would strongly urge the use of 
this method of treatment for peripheral vascular disease. 
Even ulcers seem to respond well to this method. The 
crust and discharge of ulcers may be cleared up by spray- 
ing with ether and applying ether packs on cotton. 


Dr. Gorpon KAMMAN, Saint Paul: One of the cases 
which Dr. Borg mentioned was in Ancker Hospital and 
on my service. I saw this patient about six hours after 
the onset of the arterial embolism which, in this case, 
was in the popliteal artery. It is one of the cases for 
which the surgeons did not do anything. 

I would like to ask Dr. Barron and Dr. Borg what 
becomes of the embolus when medical treatment is used? 
Is the embolus dissolved, does it canalize, or does it 
just seem to vanish? 


Dr. BARRON: The theory of this treatment is that 
the injection causes an increase in the collateral circula- 
tion. The amount of canalization of thrombosed ves- 
sels is often very great. I recently had a patient who 
developed complete thrombophlebitis of the jugulars on 
the left side of the neck. She was at the time confined 
to bed with acute rheumatic fever. She was given di- 
coumarol for several days and then it was stopped. 
Subsequently the jugular veins appeared to be back again 
to normal with apparently a complete absorption of the 
thrombosis. It is, therefore, possible to have extensive 
canalization of the clot. 


(Continued on Page 447) 





Reports and Announcements ¢ 





AMERICAN ASSOCIATION ON 
MENTAL DEFICIENCY 


The seventy-first annual meeting of the American 
Association on Mental Deficiency will be held at the 
Lowry Hotel, Saint Paul, Minnesota, May 28-31, 1947, 
inclusive. The association has a membership from the 
fields of medicine, psychology, education and social work. 

All interested persons who are not members are in- 
vited to attend. A fee of 50 cents will entitle them to 
admission to any and all meetings. There will be an 
open meeting Wednesday night, May 28, in the ball- 
room of the Lowry Hotel, for which there will be no 
charge. 

Dr. Edward J. Engberg, Minnesota School of Feeble 
Minded, Faribault, Minnesota, is national chairman on 
Membership and co-chairman of the Arrangements Com- 
mittee. 

AMERICAN COLLEGE OF PHYSICIANS 
AND SURGEONS 

President of the Minnesota Chapter of the American 
College of Physicians and Surgeons, a society for general 
practitioners, is Dr. F. G. Benn, Minneapolis. 

Other officers are Dr. A. J. Lewis, Henning, and Dr. 
Stanley Kucera, Lonsdale, vice presidents, and Dr. A. E. 
Ritt, Saint Paul, secretary-treasurer. Dr. Charles Don- 
aldson, Foley, is president-elect. 

Originated less than a year ago, the American College 
of Physicians and Surgeons is made up of general 


practitioners, with its main purpose to inform the fam- 


ily doctor of the practices and problems facing the gen- 
eral practitioner. In addition to the state organization, 
regional chapters have been formed throughout the 
state. 


Saint Paul Regional Chapter—Officers of the Saint 
Paul chapter are Dr. A. E. Ritt, president; Dr. James 
L. Benepe, president-elect; Dr. E. J. Fogelberg and Dr. 
C. C. Cooper, vice president; Dr. G. P. Wenzel, secre- 
tary-treasurer; and Dr. E. V. Davis and Dr. P. C. 
Roy, members of the board. 


Fergus Falls Regional Chapter—Organized in Octo- 
ber, 1946, the Fergus Falls chapter has as its officers Dr. 
Edward W. Humphrey, Moorhead, president; Dr. C. 
H. Pierce, Wadena, president-elect; Dr. S. B. Seitz, 
Barnesville, and Dr. C. J. Lund, Fergus Falls, vice 
presidents; and Dr. E. C. Hanson, New York Mills, 
secretary-treasurer. 


CRIPPLED CHILDREN’S CLINICS 


Crippled children of Minnesota will have an oppor- 
tunity for medical examination and advice at eleven 
district clinics to be conducted by the Crippled Children’s 
Services of the Minnesota Division of Social Welfare, 
Jarle Leirfallom, director, announced this week. 

These clinics, which are a part of the year-round serv- 
ice financed by the federal and state government, are 
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for crippled ch‘ldren and young people under 21 years 
of age. Vocational tests and advice will be given to 
those over fourteen years of age. 

The schedule for the clinics is as follows: 


Worthington, March 29—serving Nobles, Jackson, Mur- 
ray, Rock, Pipestone, and Cottonwood counties. 


St. Cloud, April 12—serving Stearns, Benton, and 
Sherburne counties. 

Austin, April 19—serving Mower, Freeborn, Steele, 
and Dodge counties. 

Thief River Falls, April 25—serving Pennington, 
Marshall, and Red Lake counties. 

Thief River Falls, April 26—serving Roseau and Kitt- 
son counties. 


Detroit Lakes, May 3—serving Becker, Clay, and 
Mahnomen counties. 

Virginia, May 9—serving St. Louis and Koochiching 
counties. 


Grand Rapids, May 10—serving Itasca and Cass coun- 
ties. 

Brainerd, May 17—serving Crow Wing, Wadena, 
Todd, Cass, Mille Lacs, and Aitkin counties. 


Faribault, May 24—serving Rice, Goodhue, Scott, and 
Dakota counties. 


Morris, June 7—serving Stevens, Pope, Douglas, Grant, 
Traverse, and Big Stone counties. 

Moose Lake, June 14—serving Aitkin, Carlton, Pine, 
Kanabec, Lake, and Cook counties. 

Two orthopedic surgeons, a pediatrician, vocational 
rehabilitation workers, public health nurse, physical thera- 


pists, other nurses, and medical social workers are in- 
cluded on the staff. 


The following organizations are co-operating with 
the Crippled Children’s Services in the clinic program: 
Minnesota-Dakota Orthopedic Society, Northwestern 
Pediatric Society, Minnesota Public Health Association, 
Gillette State Hospital for Crippled Children, Division 
of Vocational Rehabilitation, the Minnesota State Medi- 
cal Association and the local Medical Society. 


MINNESOTA PATHOLOGICAL. SOCIETY 

The regular meeting of the Minnesota Pathological 
Society of the University of Minnesota Medical School 
was held on Tuesday, March 18, in the Medical Science 
Amphitheater. Dr. A. B. Baker spoke on “Bulbar 
Poliomyelitis: New Interpretations of the Clinical- 
Pathological Picture.” Dr. M. B. Visscher then spoke on 
“Physiological Problems in Poliomyelitis.” 


MINNESOTA SOCIETY OF NEUROLOGY 
AND PSYCHIATRY 

The regular dinner meeting of the Minnesota Society 
of Neurology and Psychiatry was held at the Town and 
Country Club, Saint Paul, on Thursday evening, March 
11, 1947. 

The following were accepted into active membership: 
Drs. Philip K. Arzt, Kendall B. Corbin, Donald R. 
Reader, Marvin Sukov, and Leonard A. Titrud. 


(Continued on Page 444) 
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WOMAN ’S AUXILIARY 


MINNESOTA SOCIETY OF 
NEUROLOGY AND PSYCHIATRY 


(Continued from Page 442) 


Dr. Edmund W. Miller presented his inaugural thesis 
on “Personality Changes Observed in Prefrontal Lobec- 
tomized Patients.” Dr. Reynold A. Jensen read a paper 
entitled “The Emotional Factors in Ulcerative Colitis 
in Children.” 


HERMAN JOHNSON MEMORIAL LECTURE 


Dr. Frank G. Dickinson, economist and insurance 
specialist who recently became director of the Bureau 
of Medical Economic Research of the American Medi- 
cal Association, has been selected to give the annual 
Herman Johnson Memorial lecture to the senior class 
of the medical school at the University of Minnesota. 

This lecture, which has been given each year since 
1938 in memory of Dr. Herman M. Johnson of Dawson, 
is provided for in a fund established by the House of 
Delegates of the Minnesota State Medical Association 
soon after Dr. Johnson’s death in 1935. 

The address this year is to be given May 28 at 4 
p.m., in the large amphitheater of the medical school 
on the University Campus. 

In view of Dr. Johnson’s deep interest in medical 
economics and social problems, the subject for this lec- 
ture and the speaker are usually chosen from the eco- 
nomics field or from the field of public service. Dr. 
Dickinson is particularly well qualified to give the type 
of message which this lectureship calls for. Famous 
for his football rating system which he developed as a 
hobby, Dr. Dickinson has long been associated with eco- 
nomics—as a teacher, an author and an insurance con- 
sultant. 

Dr. Dickinson is currently making an intensive study 
for the American Medical Association of the problem 
of equalizing the supply of and demand for medical 
service in this country. 

The Johnson Lectureship will be Dr. Dickinson’s third 
appearance in the Twin Cities. His first visit was in 
1940 when he came to award the Rockne Memorial 
trophy to the University of Minnesota; his second, his 
appearance at the banquet of the County Officers meet- 
ing, held in Saint Paul in March of this year. 


REPORT OF HOUSE OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
(Continued from Page 423) 

By and large, having a House of Delegates meeting 
in the interim between regular meetings of the Ameri- 
can Medical Association provides the delegates with 
an excellent opportunity to concentrate on business af- 
fairs without any outside interference or attractions. It 
is hoped that every physician who possibly can will make 
arrangements to be in Atlantic City in June to attend 
the centennial celebration of the American Medical As- 
sociation. 

W. A. Coventry, M.D. 
A. W. Anson, M.D. 

E. W. Hansen, M.D. 
F. J. Savace, M.D. 
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AMA AUXILIARY BULLETIN 


A few more months and the members of the Woman’s 
Auxiliary to the American Medical Association will be 
arriving in Atlantic City, New Jersey, for their annual 
convention, June 9-13 

Have you made your reservation? If not, send your 
request at once to Dr. Robert A. Bradley, Chairman 
Subcommittee on Hotels, 16 Central Pier, Atlantic City, 
New Jersey. 


HENNEPIN COUNTY 

The annual Public Relations meeting was held at 
the Medical Arts Lounge March 7, with Mrs. Frank 
T. Cavanor as general chairman. 

Representatives from many women’s organizations 
were guests, to hear a lecture on “Hormones from Ado- 
lescence to the Prime of Life,” by Dr. Nora Winther, 
gynecologist at the University of Minnesota Student 
Health Service. 

Mrs. Elmer M. Rusten gave a talk on health bills in 
the Minnesota Legislature. 


MOWER COUNTY 

Mrs. F. H. Rosenthal was hostess to the Woman's 
Auxiliary of the Mower County Medical Society, Febru- 
ary 24, at her home. 

Mrs. P. A. Lommen reported on the last co-ordinating 
council meeting. Council dues were paid, and Mrs. L. 
G, Flanagan made a motion that each member pay $2.00 
toward the auxiliary project of the year and $1.00 to 
the Cancer Control Fund. 


RANGE MEDICAL AUXILIARY 


Organization of the Range Medical Association Auxili- 
ary took place in Hibbing on February 13, when wives 
of physicians belonging to the Range Medical Associa- 
tion held their initial meeting at the home of Mrs. Rob- 
ert L. Bowen. 

Attended by representatives from Virginia, Buhl, 
Chisholm, Keewatin, Grand Rapids and Hibbing, the 
meeting brought into being an organization which auto- 
matically becomes a branch of the St. Louis County 
and Minnesota State Medical Auxiliaries. 

The constitution and by-laws of the State Medical 
Auxiliary were read by Mrs. Robert Murray, who also 
briefly reviewed the histories of four medical auxiliaries 
of which she has been a member. To simplify future 
work, it was decided that all officers serving at one time 
should be.from the same geographical section of the 
Range. Hibbing was chosen to be the first district 
under this plan. 

Mrs. Robert L. Bowen was selected as chairman of 
the Nominating Committee and was instructed to pre- 
pare a slate of officers for the election to be held at the 
next meeting. As members of her committee she named 
Mrs. L. W. Johnsrud, Hibbing; Mrs. Edward T. Clark, 
Buhl; Mrs. Clarence Jacobson, Chisholm; Mrs. E. R. 
Loofborrow, Keewatin; and Mrs. L. W. Morsman, 
Hibbing. 
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DOMNICK PATRICK DEMPSEY 


Dr. Domnick P. Dempsey, of Kellogg, Minnesota, 
died November 30, 1946, at St. Mary’s Hospital, Roches- 
ter, following a fracture of the hip sustained in a fall. 
He was seventy-six years of age. 

Dr. Dempsey was born at Clermont, lowa, on Sep- 
tember 9, 1870. After receiving a B.S. degree from Val- 
paraiso University in 1903, he obtained his medical edu- 
cation at Creighton Medical School in Omaha, graduat- 
ing in 1906. He interned at St. Mary’s Hospital in Min- 
neapolis, and opened an office in Kellogg, Minnesota, 
and in Wabasha, Minnesota, in conjunction with Drs. 
Lester and Doherty in 1907. 

He was elected president of the Wabasha County 
Medical Society in July, 1912. The subject of his pres- 
idential address at the annual meeting in 1913 was “The 
Press as a Factor in Public Health Work.” Again 
elected president in 1928, he entitled his address in 1929, 
“Let Us Try,” which was a plea for all members of the 
medical profession to live up to the highest principles 
of professional ethics. In 1942 he was elected vice 
president of the society, and in 1943, in the absence of 
the president who was serving with the armed forces, 
Dr. Dempsey again gave the presidential address, which 
was entitled “A Few Remarks on Obstetrics,” relating 
some of his interesting experiences during thirty-six 
years of practice. 

At the time of his death, Dr. Dempsey was on the 
staff of St. Elizabeth’s Hospital, Wabasha, and was 
an affiliate member of the Wabasha County Medical 
Society, the Minnesota State and American Medical 
Associations. 

He is survived by a sister who lives in Dubuque, 
Iowa, and by several nephews and nieces in Iowa and 
Nebraska. 


* * * 


Nore: More complete information having been re- 
ceived on the life of Dr. Dempsey, since publication of 
the obituary in the February issue, and in order to cor- 
rect the mispelling of his first name, this second sketch 
of his Mite i is published in this issue. 


WALTER I. LILLIE 

Dr. Walter I. Lillie, former associate in ophthalmology 
at the Mayo Clinic and since 1933 a resident of Phila- 
delphia, died suddenly on February 21, 1947. 

Dr. Lillie was born November 5, 1891, at Grand 
Haven, Michigan. He received his M.D. degree at the 
University of Michigan in 1915 and the degree of M.S. 
in ophthalmology from the University of Minnesota in 
1922. He interned at the University of Michigan Hos- 
pital in 1916 and practiced at Flint, Michigan, before 
joining the Mayo Clinic in 1917. At the time of his 
death Dr. Lillie was professor of ophthalmology at 
temple University School of Medicine and head of the 
Department of Ophthalmology at Temple University 
Hospital, Philadelphia. 

Dr. Lillie was certified as a specialist in ophthalmology 
in 1929 and was a member of the American College of 
Surgeons, the American Ophthalmological Society, and 
the American Academy of Ophthalmology and Otolaryn- 
gology. 

In 1932 Dr. Lillie spent six weeks in Shikarpur, In- 
dia, at the Seth Heranand Charitable Eye Hospital and 
shared in the operative work of the annual clinic being 
held by Mr. H. T. Holland, F.R.C.S. 

He was married on August 30, 1916, to Opal C. Jones, 
who survives him. His brother, Dr. H. I. Lillie, is 
chief of the Section on Rhinology and Otolaryngology 
of the Mayo Clinic. 


WINFORD PORTER LARSON 

Dr. Winford Porter Larson, Professor of Bacteriology 
and Immunology at the University of Minnesota died, 
January 1, 1947 of staphylococcic bacteriemia. Dr. Lar- 
son was born at Poy Sippi, Wisconsin, March 7, 1880. 
He received the M.D. degree from the Illinois Medical 
School in 1904, and afterwards spent seven years in 
postgraduate study at Berlin, Paris, Vienna, and Copen- 
hagen. He was appointed Instructor in Bacteriology 
and Immunology at the University of Minnesota in 
1911, and was made Head of the Department in 1918. 
He was a member of the Society of Bacteriologists, the 
Association of Pathologists and Bacteriologists, and the 
Association of Immunologists. During his long career 
he developed a strong department at Minnesota which 
embraced fundamental bacteriological studies as well as 
Medical Bacteriology. 
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IN MEMORIAM 


His published scientific papers covered a number of 
subjects and were more than forty in number. His 
earliest significant publication was to demonstrate that 
children receiving milk from herds of cattle infected 
with contagious abortion gave evidence of becoming 
infected with the organism. This was probably the 
earliest work on the demonstration of the occurrence of 
undulant fever in man. 

His basic interest was the physical chemistry of bac- 
teria which was the concern of many of his papers. 
He was the first to demonstrate that the form of bac- 
terial growth and cultures was not a character of the 
organ, but of the relationship of the organ to the medium 
in which they were growing. He studied the effect of 
high pressure on microbes and showed that they could 
be exploded by realeasing them suddenly from high pres- 
sure. A number of his scientific studies had to do with 
the effect of surface tension depressants on bacterial 
growth and toxin formation. He became especially in- 
terested in immunizing against diphtheria and scarlet 
fever and was the first to effect a method of protecting 
against these diseases by active immunization with de- 
toxified bacterial toxins. During his years of research 
he carried out numerous investigations on the bac- 
teriology of lobar pneumortia and was the first to de- 
velop an active anti-pneumococcus serum made from 
rabbits. 

At the time of his death, his active investigations 
concerned the nature of post pneumonic encephalitis and 
had developed evidence that this was due to abnormal 
blood clotting associated with the recovery processes. 

E. J. Bru 


CLIFFORD G. SALT 


Dr. Clifford G. Salt, Minneapolis, died February 13, 
1947, at the Swedish Hospital, following a prolonged 
illness. He was sixty-five years of age. 


Dr. Salt was a graduate of the University of Ohio 
and received his medical degree from the University of 
Minnesota in 1921. He was a member of the Hennepin 
County Medical Society, the Minnesota State and Ameri- 
can Medical Associations. He is survived by his widow, 
three sons, Terry, John and Thomas, and a daughter, 
Celia, all of Minneapolis. 


MINNESOTA ACADEMY OF MEDICINE 
Peripheral Arterial Embolism 
(Continued from Page 441) 


Dr. Borc, in closing: Dr. Kamman’s question has 
been answered, I think. I would simply state that a great 
number of emboli in the upper extremity require no sur- 
gical treatment. However, the last two cases which I 
had the opportunity of seeing had upper extremity em- 
boli. ‘One patient had numerous embolic phenomena. 
He called me as soon as his pain came on in the hand. 
I recognized what had happened and found he had a 
hand in which no radial pulsation could be felt. I gave 
him intravenous papaverine and inside of half an hour 
the color returned in the hand and the numbness disap- 
peared. I do think we cannot regard all upper extremity 
emboli as innocuous. 

The meeting adjourned. 


A. E. Carnie, M.D., Secretary 
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Duluth 3, Minnesota 


Specially trained personnel. 


Psychiatrists in Charge 
L. E. Schneider, M.D. 








Aprit, 1947 


OMEWOOD HOSPITAL is one of the 

Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesotc 


447 











o Of General Interest ° 





At an annual reunion dinner on February 25, Dr. 
R. O. Quello, Minneapolis, was elected president of 
the Twin City St. Olaf Club. 


* * * 

Dr. H. R. Butt, Rochester, discussed “Hepatitis” at 
a meeting of the Woodbury County Medical Society in 
Sioux City, Iowa, on February 20. 

* * * 


Dr. L. E. Prickman, Rochester, spoke on “Brucellosis” 
at a meeting of the West Concord Farm Bureau held 
in West Concord on March 6. 

* * * 


At a meeting of the Sedgwick County Medical So- 
ciety, Wichita, Kansas, early in March, Dr. B. E. 
Hall, Rochester, presented a paper entitled ‘“Radio- 
active Phosphorus Therapy.” 

* * * 


Dr. H. A. Roust, Montevideo, after seventeen years 
in the same office building, has moved to the Bauman 
Building in Montevideo, where he has opened a six- 
room office. 

ess 

Dr. Thomas Lowry, Minneapolis, has announced the 
association of Dr. Herbert F. R. Plass in the practice 
of internal medicine, with offices at 629 Medical Arts 
Building. 

* * * 

Dr. Frank E. Mork, Anoka, has been elected vice 
president of the St. Andrew’s Hospital staff in Minne- 
apolis, thereby becoming a member of the Executive 
Board governing the hospital. 

*x* * * 

Dr. Ralph L. Estrem has reopened his medical practice 
in Fergus Falls. Dr. and Mrs. Estrem and their son 
recently returned from Panama where Dr. Estrem was 
stationed while in the army. 


* * * 


At a postgraduate refresher course at the University 
of Kansas School of Medicine on March 10, Dr. R. D. 








Pruitt, Rochester, spoke on “Treatment of Acute Myo- 
cardial Infarcation” and “The Precordial Electrocardio- 
gram.” 

*x * o 


Carrying out a long-contemplated plan, Dr. M. J. 
Hauge, Clarkfield, has moved his offices from the lower 
floor of the Clarkfield Hospital to a new suite in a 
more centrally located office building. 

* * * 

“Total Gastrectomy with Esophagoduodenal Anasto- 
mosis” was the subject of a talk by Dr. J. T. Priestley, 
Rochester, at a meeting of the Central Surgical Asso- 
ciation held in Chicago in February. 

* * * 


Dr. John F. Madden, Saint Paul, addressed the Polk 
County Medical Society at Frederic, Wisconsin, on 
February 20, speaking on “The Treatment of Common 
Skin Diseases.” 

* * * 

Dr. Benedik Melby, Blooming Prairie, was married 
to Miss Julia Hendrickson of that city on March 3. 
Shortly after the ceremony the couple left for Chicago 
where they planned to spend several days. 

* * * 

On February 28, Dr. Wilford F. Widen, Minneapolis, 
gave a talk on “The Game of Life” at the annual Fa- 
thers’ and Sons’ banquet sponsored by the Brotherhood 
of Ebenezer Lutheran Church in Minneapolis. 

* * * 


At a meeting of the Minnesota Occupational Therapy 
Association in Minneapolis on February 22, Dr. E. C. 
Elkins, Rochester, presented a paper and a motion pic- 
ture on “Physical Rehabilitation of the Paraplegic.” 

* * * 


During March, Dr. J. A. Bargen, Rochester, traveled 
to Buneos Aires, Argentina, to participate in a Na- 
tional Medical Convention. On the way he stopped to 
deliver addresses at meetings of the Medical Society of 
Puerto Rico at San Juan, Puerto Rico, and the Assembly 
of Medicine at Rio de Janerio and Sado Paulo, Brazil. 
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Dr. B. T. Horton, Rochester, was guest speaker at 
the Founders’ Day banquet of the Phi Chi medical 
fraternity held in Saint Paul on February 27. Dr. 
Horton discussed recent advances in the treatment of 
nerve deafness. 

* * * 

Dr. Charles E. Stafford, Baudette, received official 
notice on February 28 that he had been promoted to 
the rank of major in the army medical corps. During 
the war Dr. Stafford served for two years in the 
Philippines and in Australia. 

oe. 2 


Dr. R. C. Radabaugh, Hastings, has announced that 
Dr. W. D. Holcomb, formerly of Colorado Springs, 
Colorado, has joined him as an assistant. Dr. Holcomb, 
a graduate of Boston University, has been in general 
medical practice in Colorado. 

* * * 

The village council of North Saint Paul recently 
named a street.in honor of Dr. E. W. Cowern, who has 
practiced in the village since 1903. Located on Colby 
Hill in the new Country Club Heights addition, the 
street has been named Cowern Place. 

*x* * * 


A new medical magazine, Postgraduate Medicine, has 
Dr. Charles W. Mayo, Rochester, as its editor-in-chief. 
The new publication, which released its first issue on 
February 28, is the official bulletin of the Interstate 
Postgraduate Medical Assembly, an organization devoted 
to the extension of medical knowledge. 

* * * 


Among recent lecturers at the Center for Continua- 
tion Study at the University of Minnesota have been 
Dr. J. D. Camp, Rochester, who spoke on “Malacic Dis- 
eases of Bone,” and Dr. J. M. Waugh, Rochester, who 
discussed “Vaginal Plastic Operations” and “Vaginal 
Hysterectomy and Anticoagulant Therapy.” 

* * * 

Pequot Lakes obtained a new physician when Dr. 
James E. Fearing, formerly of Virginia, became asso- 
ciated with Dr. T. E. Eyres early in March. When Dr. 
Eyres leaves in June to take postgraduate work at the 
Cook County Hospital in Chicago, Dr. Fearing will take 
over the practice. 

* * * 

Five of the Minnesota surgeons who participated in 
a sectional meeting of the American College of Surg- 
eons, held in Omaha on March 14 and 15, were Drs. 
Frederick G. Kolouch, John L. McKelvey and Edward 
T. Evans, Minneapolis, and Drs. John S. Lundy and 
Edgar Allen, Rochester. 

* * * 


Stressing the advances that medicine is making in 
determining the cause of cancer, Dr. R. W. Kearney, 
Mankato, discussed progress in medicine at a dinner 
meeting of the Mankato Business and Professional 
Women’s Club on February 18. The meeting was held 
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in observance of the club’s annual health program month. | 


es « * 
A conference on the treatment of experimental polio- 


myelitis in animals, held in New York on February 21, | 
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was attended py Dr. Raymond N. Bieter, head of the 
Department of Pharmacology in the University of Min- 
nesota Medical School. The conference was sponsored 


by the National Foundation for Infantile Paralysis. 
* * * 


Dr. A. H. Wolf, Harmony, recently sold his office 
equipment and medical practice to Dr. Carl G. Nelson, 
formerly of Minneapolis. Dr. Nelson, who has begun 
his practice in Harmony, graduated from medical school 
in 1942 and later spent almost three years in the army, 
two years of which were in overseas service. 

ees 


The University of Minnesota regents at their monthly 
meeting on February 14 named Dr. William B. Tucker 
as a clinical associate professor of medicine. Dr. Tuck- 
er, who is chief of the tuberculosis service at the Veter- 
ans Hospital in Minneapolis, will serve part time at the 
University. 

* * * 

Dr. J. ‘Hartman, in charge of the Soudan Hospital 
for the past year and a half, has resigned his position 
and moved to Portland, Oregon, to enter private prac- 
tice. The hospital, owned by the Lenont-Peterson Clinic 
of Virginia, has been taken over by Dr. T. P. Mollers 
of Mountain Iron. 

e ¢ 6 

Dr. H. Waltman Walters, Rochester, has been ap- 
pointed to the National Advisory Cancer Council of the 
United States Public Health Service. Dr. Walters, who 
graduated from Dartmouth College and did graduate 
work in surgery at the University of Minnesota, is a 
surgeon at the Mayo Clinic and professor of surgery 
in the Mayo Foundation. 

* * * 

Certification to the American Board ‘of Internal 
Medicine has been awarded Dr. Randall Derifield, 
Hibbing, it was announced March 1. 

Dr. Derifield, a staff member of the Mesaba Clinic, 
was a lieutenant colonel in the army during the war and 
served overseas for thirty months, the greater part of 
which time was spent in New Caledonia. 

* * * 

Attended by more than 200 Izaak Walton members 
from throughout the state, a testimonial dinner was 
held in Rochester on February 20 to honor Dr. M. M. 
Hargraves, Rochester, the new state president of the 
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Dr. Joel C. Hultkrans 


2527 2nd Ave. S., Minneapolis, Phone At. 7369 








organization. Past and present state and national of- 
ficers of the Izaak Walton League were included in 
the group which gathered to salute Dr. Hargraves. 


* * * 


In Stillwater, Dr. R. J. Josewski and his staff are 
now established in a new suite of offices on South 
Main Street. Decorated and furnished with an emphasis 
on patient comfort, the office suite consists of a recep- 
tion room, children’s room, examination and consulta- 
tion rooms, as well as a modern x-ray room and dark- 
room. 

*” * + 

In charge of a veterans’ psychiatric service, recently 
inaugurated in Minneapolis by the Hennepin County Red 
Cross, is Dr. Eric K. Clarke, assisted by Dr. Stanley 
G. Law and Dr. William Fleeson of the Minnesota 
Psychiatric Institute. The psychiatric service, located 
in offices at 1111 Nicollet Avenue, Minneapolis, is avail- 
able to veterans and members of their families. 

* * * 


A new staff member of the Worthington Clinic is 
Dr. John Stam, formerly of Minneapolis, who began 
practice in Worthington on March 17. 

Dr. Stam, a graduate of the University of Illinois 
Medical School, interned at Cook County Hospital, 
Chicago, and was a resident in pediatrics at North- 
western Hospital, Minneapolis. For a time he prac- 
ticed general medicine at La Grange, Illinois. 

* * * 


Dr. Richard H. Picha, recently discharged from the 
army, plans to enlarge the St. Louis Parke office which 
he shares with Dr. A. C. Stahr, and to continue his 
Hopkins practice. A graduate of the University of Min- 
nesota, Dr. Picha has practiced in St. Louis Park for 
thirteen years. While in the army, he worked in 
anesthesia and general surgery at hospitals in Michigan, 
Indiana and Illinois. 

* * * 

The Glenwood Clinic, a twenty-three room, air-con- 
ditioned structure erected by Dr. M. B. Dahle, Glen- 
wood, was officially opened on March 15. Occupied by 
Dr. Dahle and Dr. P. A. Swedenburg, the new clinic 
building contains a ward, an operating room, x-ray 
laboratory, physiotherapy and eye-ear-nose-throat de- 
partments, three suites of offices, a four-room dental 
suite, and a large reception room. 
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Dr. Joseph L. Arko, Hibbing, attended a course in 
ophthalmology from February 17 to 21 at the Center 


for Continuation Study at the University of Minnesota. 
x * * 


Among those from the Duluth area who attended the 
meeting of officers of county medical societies of the 
Minnesota State Medical Association, held in Saint Paul 
on March 1, were Dr. D. W. Wheeler, president, and 
Dr. Elizabeth Bagley, secretary-treasurer, of the St. 
Louis County Medical Society. 

* * x 

Dr. Francis W. Lynch, Saint Paul, clinical associate 
professor of dermatology at the University of Minne- 
sota, was guest speaker at a meeting of the Northwest 
District Medical Society held on February 27 in Minot, 
North Dakota. Speaking on epidemic ringworm of the 
scalp, Dr. Lynch described how the disease has been 
treated in school children in Saint Paul during the 
past two years. 

ee @ 

In an exchange of cigars with Dr. Charles W. Brown, 
Minneapolis, on February 26, Dr. William A. O’Brien, 
director of postgraduate medicine at the University of 
Minnesota, thought he had developed diplopia. 

Dr. O’Brien was passing out cigars to celebrate the 
arrival of a baby daughter, his sixth child. Dr. Brown 
for the same reason was passing out cigars, only his 
came in doubles. Mrs. Brown had given birth to twins. 

es 

With the recent reappointment by Governor Young- 
dahl of two members whose terms expired January 1, 
1947, and the appointment of one new member, the State 
Board of Health now consists of Drs. T. B. Magath, 
Ruth E. Boynton, F. W. Behmler, and E. S. Platou; 
W. L. Webb, D.D.S.; Gustav Bachman, Pharm.D.; F. 
E. Bass, C.E.; L. M. Thompson; and M. Sidney He- 
deen, D.O., succeeding Dr. A. G. Schulze, who has 
resigned. a 


Dr. C. C. Burlingame, former assistant superintendent 
of the Fergus Falls State Hospital, is now head of a 
large neurological clinic in the East, with twenty-one 
physicians on his staff, and with offices in New York, 
Boston, and New Haven, Connecticut. 

While in Fergus Falls, Dr. Burlingame attracted na- 
tional attention for his work in wiping out typhoid fever 
among the patients at the state hospital. During World 
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War II he was a member of General Marshall’s staff. 
He has recently completed a medical survey in France, 
Germany and England. 


* a2 6 


Dr. Joseph B. Gaida, St. Cloud, has announced the 
association of Dr. John E. Conway as a specialist in 
eye, ear, nose and throat diseases. 

Dr. Conway, a graduate of the University of Wis- 
consin Medical School in 1940, interned at Ancker Hos- 
pital, Saint Paul, and took postgraduate training in eye, 
ear, nose and throat diseases at the University of Min- 
nesota. He was assistant resident in 1941-42, and chief 
resident in 1942-43, in the Eye, Ear, Nose and Throat 
Department of Ancker Hospital. While in the army, he 
was chief of the Eye, Ear, Nose and Throat Depart- 
ments of army hospitals at Herrington and Topeka, 
Kansas. 

* =e « 


Dr. Fred J. Pratt, Jr., who recently returned from 
the East where he had been doing postgraduate work 
since his release from the army, is now associated with 
his father, Dr. F. J. Pratt, Sr., and with Dr. G. M. 
Koepcke at 801 Physicians and Surgeons Building, Min- 
neapolis. 

Dr. Pratt, a graduate of the University of Arkansas 
Medical School, interned at Minneapolis General Hos- 
pital and had a year of residency there in eye, ear, nose 
and throat diseases. While in the army, he was stationed 
at the Nautilus Veterans Hospital, Miami Beach, Flori- 
da, in charge of the Eye, Ear, Nose and Throat De- 


partment. 
* * * 


Sponsored by Sigma Xi, scientific fraternity, Dr. Gay- 
lord W. Anderson, director of the School of Public 
Health at the University of Minnesota, discussed ad- 
vances in medicine during World War II, at a special 
lecture on February 25 in Northrop Memorial Audi- 
torium at the University. During the war Dr. Ander- 
son was director of the Division of Medical Intelligence 
in the office of the Surgeon General. 

Earlier in the month Dr. Anderson spoke to the 
Faculty Women’s Club at the University on the type 
of work done by his division during the war, work that 
included the compilation of climatic, health and sanitary 
evidence from every part of the world. 
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OF GENERAL INTEREST 


A pioneer physician of the border country, Dr. Robert 
Hugh Monahan, Sr., International Falls, has retired 
after forty years of active practice. 

Dr. Monahan, a graduate of Hamline University Medi- 
cal School and the University of Minnesota, practiced 
in International Falls from 1909 to 1917 and again from 
1940 to 1947. He enlisted in the army in 1917 and, 
while stationed in England, studied orthopedics under 
Sir Robert Jones, one of the outstanding orthopedic 
surgeons of the time. Following the war, Dr. Monahan 
practiced in Minneapolis and was a staff member of 
St. Barnabus Hospital for twenty years. 

Returning to International Falls in 1940, he served 
on the Selective Service examining board in addition 
to maintaining a private practice and helping to manage 
the local hospital. Recently, his son, Dr. R. H. Monahan, 
Jr., after service in World War II, returned to the city 
to resume medical practice. 

Dr. Monahan, Sr., began his retirement in late Janu- 
ary by leaving for California for the remainder of the 
winter. 
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Minneapolis, Minn. 


The U. S. Civil Service Commission has announced 
an examination for filling Medical Officer positions. 

These positions are located in various Federal agen- 
cies, in Washington, D. C.; in the U. S. Public Health 
Service and the Indian Service, throughout the United 
States; and in the Panama Canal Service, in the Panama 
Canal Zone. Salaries, range from $4,149 to $5,905 a 
year, with higher salary rates for the Canal’ Zone posi- 
tions. No written test will be given for these positions, 
To qualify, all applicants must be graduates of a medical 
school of recognized standing and must also meet other 
requirements which include experience and training in 
the field of medicine. The age limits are 45 years for Pan- 
ama Canal Zone positions and 62 years for other posi- 
tions. These age limits are waived for persons entitled to 
veteran preference (up to the age of 62 for the Panama 
Canal Service and without limitation for other agencies), 

Interested persons may secure information and appli- 
cation forms from most first- and second-class post 
offices, from Civil Service regional offices, or from the 
U. S. Civil Service Commission, Washington 25, D. C. 
Applications must be filed not later than April 22, 1947, 


HOSPITAL NEWS 


New finance manager of the Northern Minnesota 
Hospital, International Falls, is F. R. Willey, formerly 
of Minneapolis, it was announced March 1. As part of 
a new policy, patients now entering the hospital will be 
required to make an advance payment of one week’s 
expenses unless they hold acceptable hospitalization in- 
surance. 

* * * 

The third appointment within thirteen months of a 
new head for the Minneapolis Veterans Hospital, Dr. 
Erwin J. Rose has been named manager of the hospital 
to succeed Colonel Harry E. Caldwell. 

In answer to the charges made recently by the Veter- 
ans of Foreign Wars and the Disabled American Veter- 
ans organizations, that the tuberculosis wards at the 
hospital were mismanaged, investigators from the head- 
quarters of the Veterans Administration announced that 
patients in the Minneapolis hospital receive better care 
than anywhere else in the country. 

The Veterans Administration stated that Colonel 
Caldwell would be assigned to another post, and that 
Dr. Rose’s appointment had been under consideration 
for several months. il 

*x* * * 

W. Dayton Shields has been appointed administrator 
of Asbury Hospital, Minneapolis, to replace Lydia 
A. Miller who retired on March 1 after nineteen years 
as supetintendent. 

Mr. Shields, a graduate of the University of Min- 
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OF GENERAL INTEREST 





nesota Business School, formerly was in the administra- 
tive office of Swedish Hospital, Minneapolis. For three 
years during the war he was associated with an army 
general hospital unit, and following the war, he took 
a course in hospital administration at Northwestern 
University. 

* *k * 





On February 28 Northwestern Hospital, Minneapolis, 
opened a new laboratory which contains one of the 
most modern blood transfusion services in the country. 
Housed in a new wing of the building, the laboratory 
is divided into sections for bacteriology, chemistry, by’ 
hematology, tissue pathology, and blood processing and or 
storage. As part of the equipment for the blood bank, 
the laboratory has a precipatron, a type of air-condition- Z f. ° | I, 
ing unit, which removes dust and bacteria from the ropesstona “pp $65 
rooms in which blood and plasma are processed. 


In charge of the laboratory is Dr. Sheldon H. Stuur- aul 
mans, pathologist for Northwestern Hospital. 
* © 2 
From the hospital planning committee in Blue Earth S ° 
ervuice 


has come word that excellent progress is being ‘made to- 
wards the erection of a community memorial hospital. 
At present, funds for construction of the hospital total 
over $90,000. Since January 1 about $20,000 in cash 
payments on new and old pledges have been added. 
In February committee members conferred with Dr. 

Viktor O. Wilson, of the Minnesota State Department BROWN & DAY, INC. 
of Health, in regard to design and methods of man- St. Paul 1, Minnesota 
agement of the proposed hospital. Members of the com- 
mittee include Homer Enterline, Elmore; Clifford Kittel- 











son, Frost; Walter Schwen and John Frundt, Blue 





Earth. 
* * * 

In Westbrook a drive is in progress to collect funds TAILORS TO MEN 
for the erection of a hospital to be known as the Dr. SINCE 1886 
Henry Schmidt Memorial Hospital. 

¢¢ The finest imported and 


domestic woolens such as 
SCHUSLER’S have in stock 
are not too fine to match 


An open meeting was held in Paderewski Hall, Brow- 
erville, on February 27, to discuss possibilities of using 


Federal funds under the Hill-Burton Act to improve the hand tailoring we al- 
hospitalization facilities in Todd County. Principal ways have and always 
speakers at the meeting were Dr. Viktor -O. Wilson, will employ. 

ive of th t 
representative of the State Department of Health and J. T. SCHUSLER co. 





head of the Hospital Licensing Division, in Minnesota, 
and K. A. Kirkpatrick, Minnesota Farm Bureau _ hos- 
pitalization director. 


379 Robert St. St. Paul 
George Dejmek 














DANIELSON MEDICAL ARTS PHARMACY, INC. 


10-14 Arcade, Medical Arts Building 


PHONES: . HOURS: 
ATLANTIC 3317 825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 
ATLANTIC 3318 MINNEAPOLIS SUN. AND HOL.—10 TO 1 




















PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


414 SOUTH SIXTH ST., MINNEAPOLIS, MINN 


INSTRUMENTS - TRUSSES - EQUIPMENT - PHARMACEUTICALS - DRUGS 
MAIN 2494 





Aprit, 1947 





BOOK REVIEWS 





BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
review Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











THE COMPLEAT PEDIATRICIAN. Practical, di- 
agnostic, Therapeutic and Preventive Pediatrics. Wil- 
burt C. Davison, M.A., D.Se., M.D., Professor of 
Pediatrics, Duke University, etc. Sth ed. Price, $3.75 
with order; $4.00 on credit. Durham, N. C.: Duke 
University Press, 1946. 


The Compleat Pediatrician, now in its fifth edition, 
has become a sine qua non among all those who wrestle 
with the innumerable problems and diagnostic difficul- 
ties of children. 

The reviewer has been familiar with this book for 
many years, and it would be about the last book he 
could spare. 

When the pediatrician runs into a peculiar situation, 
when nothing seems to add up exactly right, it will be 
seldom indeed that he will not get a lead of some kind 
from this book that will set him on the right path. 
It is a veritable encyclopedia of information, well sifted, 
condensed, practical and comprehensive. It is a book 
which every pediatrician will want on his desk and 
which he will consult first in every pediatric quandary. 

C. H: Scuroeper, M.D. 


MODERN MANAGEMENT in Clinical Medicine. 
Frederick K. Albrecht, M.D. 1238 pages Illus. Price 
$10.00. Baltimore: Williams & Wilkins Company, 
1946. 


This book is a compilation of our present knowledge 
of modern medicine, written in a manner the average 
doctor enjoys. The author must have devoted a tre- 
mendous amount of effort and time in collecting the 
valuable information presented. Each subject is dis- 
cussed thoroughly, and still the style is not verbose. An 





Practical Nursing Course 


Nine months’ course open to high school 
graduates or women with equivalent 
education. 


For further information 
write 


Mrs. Lydia Zielke, Supt. of Nurses 
FRANKLIN HOSPITAL 


501 Franklin Avenue Minneapolis 5, Minnesota 








example of this is the chapter dealing with the subject 
of endocrinopathies. 

The use and rationale of the newer drugs is discussed 
fully. Illustrations throughout are very helpful. 

Although the author intended this book for the doc- 
tor’s office, it would be a very practical addition to the 
library of the intern, general practitioner or clinician in 
any specialty. 

JosepH M. Ryan, M.D. 


A BLIND HOG’S ACORNS. Cary P. McCord, 311 
pages. Price, $2.75. Chicago; Cloud, Inc., 1946. 
Taking the title of his book from a remark made in 

his youth that “even a blind hog gets an acorn once in 

a while,” the author shows by a series of interesting 

anecedotes that a medical man with his wits about him 

can solve many baffling problems in an industrial prac- 
tice. 


L. 1. A 





Classified Advertising 





LOCUM TENENS WANTED—For period from April 
20 to June 10. A. I. Arneson, M.D., Morris, Minne- 
sota. 


WANTED—Associate in general practice. Good 
opportunity for right man. Nothing to sell. Write, 
phone or arrange personal interview. L. J. Holm- 
berg, Canby, Minnesota. 





WANTED—Assistant physician, Southwestern Minne- 
sota Sanatorium. Single man preferred. Good salary 
with full maintenance. Position offers unusual op- 
portunity for training in all phases of tuberculosis 
work and sanatorium management. Write or apply 
in person. Southwestern Minnesota Sanatorium, 
Worthington, Minnesota. 


WANTED—Physicians, class A graduates, with or 
without psychiatric experience, licensed in Minnesota 
or will obtain Minnesota license promptly. Full main- 
tenance. State Hospital, Moose Lake, Minnesota. 

FOR’ SALE—G. E. new model fluoroscopic and 
radiographic x-ray unit. 30 MA. Model D3-38. 
$2,500.00. Used one year. Address E-11, care 
MINNESOTA MEDICINE. 





FOR SALE—Active general practice; offité equipment; 
home in Minnesota town, 1800 population, 90 miles 
north of Minneapolis. Large Territory. No opposi- 
tion. Address E-12, care MINNESOTA MEDICINE. 


FOR SALE—Spencer microscope, $185.00; or Leitz 
microscope, $75.00. Both just returned from factory. 
Telephone ALdrich 8402 (Minneapolis), or write E-14, 
care of MINNESOTA MEDICINE. 





916 Medical Arts Building 





National Placement. Sowice... 


PART TIME—TEMPORARY—PERMANENT 


When in need of a PHYSICIAN, DENTIST, OFFICE NURSE, TECHNICIAN, MEDICAL SECRETARY, or 
OTHER PERSONNEL for medical and dental offices, clinics, and hospitals contact— 


Minneapolis, Minn—GE. 7839 The Medical Placement Registry 
OLIVE H. KOHNER, Director 


FOR HOSPITALS — CLINICS — PHYSICIANS’ 
AND DENTISTS’ OFFICES 


525 Hamm Building 
St. Paul, Minn.—GA,. 6718 








MINNESOTA MEDICINE 
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